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Abstract 
This thesis presents a qualitative exploratory ethnographic study that examines views of a small 
number of health care professionals towards Aboriginal mothers at risk for child apprehension 
within two neonatal intensive care units (NICUs) in two different hospitals.  This research 
investigates the question “what are the views and feelings of various health care professionals 
towards Aboriginal mothers in the NICU, and, in conjunction with various social discourses, 
how (or do) those views and feelings possibly affect apprehension outcomes in the NICU?” 
 The premise of this study is that various kinds of discrimination and stigma toward Aboriginal 
mothers in the NICU may 1) contribute to potentially harmful health care experiences for these 
mothers and 2) manifest in their children being at greater risk for apprehension.  The methods of 
investigation included in-depth qualitative interviews with health care professionals, personal 
reflective field notes and institutional ethnographic enquiry.  These latter two methods stem from 
my role as an active health care professional within both NICUs.  The research was informed by 
post-colonial theory, feminist theory, intersectionality, and social constructionism of 
motherhood. Thematic analysis of qualitative data resulted in   six main themes.  These themes 
were 1) barriers, 2) policy confusion, 3) judgement, 4) support/empowerment, 5) oppression, and 
6) racism.  The potential benefits of this study include: fostering dialogues among health care 
professionals; illuminating views of health care professionals towards Aboriginal mothers; 
increasing awareness about the vulnerability that exists among Aboriginal mothers, and; 
providing insight into invisible neo-colonial practices that may adversely impact Aboriginal 
mothers in NICUs. 
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Chapter 1- Introduction 
1.1 Statement of the Problem and Researcher Context 
As a Neonatal Intensive Care Unit (NICU) registered nurse, I have cared for many 
Aboriginal mothers and their infants.  Throughout this thesis, I use the term Aboriginal to mean 
the First Nations, Inuit and Métis peoples as defined in the Canadian Constitution Act of 1982 
(Lawrence et al., 2016).  Many of the Aboriginal mothers whose infants I have cared for, were at 
risk for having their child apprehended in the NICU.  My own personal experience in the NICU 
suggests there are many factors that may contribute to child apprehension.  Even though I have 
not always been directly involved with all the situations, I have observed what I have come to 
think of as various ‘discourses and social constructions’ of motherhood that I believe might be 
affecting decision making processes about child apprehensions from Aboriginal mothers.  By 
various ‘discourse and social constructions,’ I mean ways that topics are spoken about, the 
languages used to converse about Aboriginal mothers and their children, and the institutional 
norms that have developed (Barker & Conrad, 2010; Browne & Smye, 2002).  Accessing a part 
of these discourses of motherhood occurred through observing conversations between health care 
professionals in NICUs.  Many of the Aboriginal mothers I have encountered in the NICU were 
women dealing with low socio-economic status, suffering from addiction: many had also 
experienced violence at least once in their lives.  It has been challenging at times to listen to 
conversations between health care professionals who do not always demonstrate empathy or 
understanding for vulnerable mothers in challenging situations affected by broader social 
determinants of health and systemic injustices.  By ‘social determinants of health’, I mean that 
historical, cultural, environmental, and political factors have an impact on the health of 
especially Aboriginal people (Greenwood & de Leeuw, 2012; Priest et al., 2012).  Examples of 
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social determinants of health include income, housing, nutrition, education, peace, equity, and 
importantly, colonialism (Greenwood & de Leeuw, 2012).  This means that someone from a 
lower socio-economic status may have poorer health than someone from a higher socio-
economic status (Greenwood & de Leeuw, 2012).  It also means that Aboriginal peoples’ well-
being may be adversely impacted by a colonial context, which may also result in racism (de 
Leeuw et al., 2012).   Most, if not all of these mothers, have been exposed to many challenges, 
including discrimination based on race, impacts of colonialism, low socio-economic status, 
substance abuse, inadequate access to prenatal care, and/or abuse in their childhood.  I believe it 
is possible that discrimination and stigma on various levels against Aboriginal mothers in NICUs 
may contribute to higher child apprehension rates among this group.  These are complicated 
questions about which much has been written, on which a vast amount of research has taken 
place.  Federal and provincial laws guide the process that dictates child apprehension in Canada 
(Blackstock, 2011).  The input of health care professionals and hospital policies additionally 
impact the apprehension process in NICUs.  In an article written by Greaves and Poole, analyses 
of public discourses related to pregnant women struggling with substance abuse showed mothers 
experienced “judgemental, blaming, and unsympathetic attitudes and practices” (2004).  In other 
studies involving mainstream health care encounters between settler colonial (e.g non-
Indigenous) health care providers and Aboriginal women, authors documented that the health 
care experiences of Indigenous women were shaped by racism, assumptions, and discrimination 
(Browne, 2007; Browne & Fiske, 2001).  My own experience as a registered nurse in NICU 
environments, in conjunction with literature reviews, may thus contribute to further 
understandings about the problem at the heart of this study.  
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This chapter provides an overview of the research problem: essentially an investigation 
into the possible increased risk for child apprehension faced by Aboriginal mothers in Neonatal 
Intensive Care Units (NICU’s).  The problem is explained, the context of the researcher is 
provided, personal encounters between the researcher and two Aboriginal mothers in NICUs are 
narrated, an example of discrimination toward Aboriginal people in mainstream health care is 
described, and the outline of the thesis is provided. 
My position in this research is as an embedded researcher.  I am aware that, given my 
profession and area of practice, undertaking research in NICU wards has the potential to produce 
bias.  Gesturing towards a long-standing conversation in especially feminist qualitative and 
Indigenous focused research, I hope in this project to demonstrate that bias need not be 
detrimental, but can instead be a productive ethnographic place from which to produce 
knowledge.  Although this research takes place in a nursing environment and hopes to contribute 
to conversations in health sciences and healthcare research, there is a productive conversation 
suggesting bias exists in both qualitative and quantitative research, and across research designs 
(Roulston & Shelton, 2015; Smith & Noble, 2014).  While acknowledging my potential biases, it 
also seems necessary to acknowledge my position as a non-Indigenous and Western researcher.  
In Smith’s book “Decolonizing Methodologies”, the Indigenous author explains that the term 
‘research’ is complexly linked to colonialism and Eurocentric values, which ultimately implies 
that the research that I produce, may well be viewed –and rightfully so- as research conducted 
‘through imperial eyes’ (Smith, 1999, p.56).  One way in which I attempted to be aware of my 
own Western values throughout this research, was to engage in personal introspection and self- 
reflexivity.  Kobayashi writes that self-reflexive scholarship is a way of acknowledging a lack of 
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neutrality in research, and this method is to be acknowledged as an ancillary instead of a central 
part of research (2003).   
1.2 The Purpose and Research Question 
Since health care workers in the NICU encounter an extremely vulnerable segment of the 
population, I believe we who work in NICU wards (myself included) need to be acutely aware of 
our potentially oppressive attributes and attitudes, especially towards marginalized women and 
children, including and importantly Aboriginal women and children who face increased 
marginalization within health care settings (Denison & Browne, 2013; Lawrence et al., 2016; 
Tang & Browne, 2008).  By oppressive attributes I mean subconscious desires to dominate, 
control, micro-manage, or over-power colleagues and patients.  These attributes can also bear 
down on patients (Embriaco et al., 2007).  It seems important that the potential for oppression of 
Aboriginal mothers not be ignored in this research. This research is in line with a growing 
conversation about ‘cultural safety’ in health care contexts, especially with reference to 
healthcare relationships between non-Aboriginal healthcare professionals and Aboriginal patients 
(Browne, et al., 2009; Johnstone & Kanitsaki, 2007; Kirmayer, 2012). 
Most broadly, my research will explore relationships between: 1) perspectives of health 
care professionals towards Aboriginal mothers in NICUs, 2) historic and contemporary 
discourses about Aboriginal mothers, children and families, and 3) the risk of child apprehension 
that Aboriginal mothers may face within NICUs.  I am interested in understanding if historical 
and contemporary colonial constructions about Indigenous people can be witnessed, or felt, 
within the specific spaces of two NICUs in British Columbia. My research question is thus:  
What are the views and feelings of various health care professionals towards 
Aboriginal mothers in the NICU, and, in conjunction with various social discourses, 
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how (or do) those views and feelings possibly affect apprehension outcomes in the 
NICU? 
The goals of this project are to share my observations as a nurse who has worked in two 
NICUs, to learn more about the views of health care professionals towards Aboriginal mothers, 
and to explore the nature of hospital policy documents that may impact child apprehension in 
NICUs.  To address my goals and questions, I undertook an institutional ethnography, kept 
reflective field notes of my own observations in the NICU, conducted in-depth interviews with 
health care professionals, and reflected on a small number of policy documents pertaining to 
child apprehension that were referenced during the in-depth interviews or which I felt played 
specific roles in NICU wards where I worked.  Another important aspect of this research was to 
learn about how historical injustices and racism may be affecting health care experiences of 
Aboriginal mothers at risk for child apprehension in the NICU: I was interested, in other words, 
in ‘putting into dialogue with each other’ my research and experience in two NICU wards with 
the existing research and knowledge about colonialism in Canada.  Throughout this paper, I used 
the terms colonialism, post-colonialism and neo-colonialism; people have problematized the 
concept post-colonialism because they suggest colonialism still exists. The concept of neo-
colonialism recognizes that colonialism still exists in Canada but has shifted from its historic 
roots into a new hidden colonial context (Browne & Smye, 2002). 
Researchers have concluded it is imperative for health care providers in Canada to not 
avoid critical discussions about racialization and racism: to do so inadvertently preserves social 
inequities (Tang & Browne, 2008).  That racism abounds in health care systems has been made 
tragically visible in Canada through the Brian Sinclair case: a preventable death of a double 
amputee Aboriginal man in Winnipeg (Allan & Smylie, 2015).  This case demonstrated the 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              6 
 
complete failure of the health care system to provide necessary medical care for an Aboriginal 
man who died from a bladder infection during a 34 hour wait in an emergency room in Winnipeg 
(Allan & Smylie, 2015).  Brian Sinclair, an Aboriginal man, was assumed to be drunk in his 
wheelchair while waiting in the hospital waiting room: he had already been dead for several 
hours before anyone noticed him.  A spokesman for the Sinclair family said that although the 
recent 200-page final report of Judge Tim Preston made some necessary recommendations, it 
failed to address the dominant underlying issues that include racism and negative stereotyping of 
Aboriginal people (Allan & Smylie, 2015).  I have reflected on my own role during times I have 
interacted with Aboriginal mothers in both rural and urban NICU wards.  The devastating 
journeys of two particular Aboriginal women from two different NICUs made a lasting 
impression on me.  I have provided field notes of these encounters below. My experiences with 
Aboriginal mothers in the NICU, as I describe below, have contributed to my own awareness of 
the complex challenges and powerful oppressive barriers that exist for Aboriginal mothers both 
outside and within NICU climates.  I have witnessed extraordinary resilience of Aboriginal 
mothers during these encounters, but I have also recognized the desperate need for advocacy and 
broader acknowledgments of the often invisible obstacles that Aboriginal mothers face within a 
system that is meant to support them, but sometimes fails to do so effectively. These issues are at 
the heart of this research and this thesis.  The next section illuminates my own personal 
experiences with Aboriginal mothers in two NICUs in British Columbia. 
1.3 Experiences with Aboriginal Mothers 
  In order to better contextualize my own experience and connection with the issues at the 
heart of this research, I have included key personal reflective field notes that provide glimpses 
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into the realities of what I have experienced as a NICU nurse who has cared for Aboriginal 
infants:  
Personal Reflective Field Notes: My own positionality (30 January, 2015) 
As a South African citizen, my own familiarity with racism during the Apartheid era has 
contributed to my understanding of the complex interplay between historic injustices and 
persisting systemic oppression.  The combination of my position as dual South African and 
Canadian citizen with my role as registered nurse in two NICUs in British Columbia, alongside 
recent controversial examples in the press of Aboriginal suffering due to stereotyping and 
disregard for their lives, has propelled me to examine how health care staff might be impacting 
child apprehension among Aboriginal mothers in NICUs.  
Personal Reflective Field Notes: Encountering Scarred Aboriginal Mothers (March, 2015)  
  I remember receiving the report from a nurse at an urban NICU.  I was told that this 
Aboriginal mother had a history of substance abuse, the Ministry of Child and Family 
Development (MCFD) was involved, but her child was not apprehended “yet”, and that she was 
extremely “anxious”.  When I met the mother, I was struck by prominent scars all over her face 
and arms.  When I spoke to her, I noticed her striking, but searching blue-green eyes, which 
never made contact with mine.  She was definitely cautious, and perhaps anxious.  Could I blame 
her?  How could she trust anyone after the obvious brutality she experienced at least a few times 
in her life?  She was friendly and asked how her baby was doing.  I had barely given her an 
answer when she immediately started to plead and beg me for help.  She was sobbing within 
minutes of meeting me.  Although it is common for new mothers to be affected by their hormones 
after giving birth, I saw an anxiety in this mother that was not the norm.  She implored me to call 
the ward and speak to someone about what she was experiencing in the unit where she was a 
patient.  She explained to me that she was being treated unfairly and subjected to humiliation in 
the ward.  I felt absolutely sickened by the embarrassment that this mother said she was being 
exposed to.  She told me she was being forced to undress with her door and curtains drawn open, 
and she had just given birth… This absolutely infuriated me.  I could not believe the ward’s 
insensitivity in the situation described by this woman.  I immediately followed up and called the 
ward that was responsible for her care.  I expressed with grave concern what this mother had 
communicated to me.  The person on the other end of the line responded flatly saying they had 
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no choice but to humiliate her “if it meant keeping her and others in the ward safe”.  What they 
were doing was taking away her privacy.  She had to undress with the door open because the 
staff needed to “keep a close eye on her”.  I was shocked by the lack of empathy as these words 
were being uttered, and I felt terribly helpless towards this mother.  I wondered what on earth 
this hospital system was actually doing to this woman.  How could such paternalism and 
disrespect be an acceptable professional approach towards a vulnerable mother who already 
has a multitude of odds stacked against her on at the very least a historical level, a socio-
economic level, and a gender level?   
During the remainder of this shift, I became familiar with the chart of the infant.  As in 
all charts, there was a section disclosing some historical information of the mother.  I could not 
believe what this mother had been through in her lifetime of 32 years.  She had experienced more 
violation, physical violence, and sexual abuse than any other mother I had encountered in the 
NICU.  It was shocking to me that she was described as non-Aboriginal in one section of the 
chart, and then as Aboriginal in another section.  The thought crossed my mind that she was 
likely described as non-Aboriginal by some due to her unusual but beautiful emerald coloured 
eyes.  When I mentioned this to one of the other staff, the reply was that it “was not such a big 
deal”.  I was appalled.  This was a legal document that would be used for making future 
decisions, and incongruent statements written by health care professionals could certainly 
implicate her life on some level.   
As the shift passed by, I noticed an increased curiosity from other staff members who 
were not directly involved with the care for this mother, and felt protective of my patient’s chart.  
As a nurse, I knew that it was not professional or right for anyone to read patient charts if they 
were not directly involved with the care during that shift.  During this shift, I remember countless 
unsympathetic opinions being voiced as if they were fact.  One nurse expressed that “all people 
in Canada have a chance to live a good life” and that “there is no excuse” to be addicted to 
substances in a “country like Canada”.  I decided to be an advocate in that moment and 
responded to my colleague, through a post-colonial lens and in the most diplomatic manner 
possible, that I could not help but recognize how severely this Aboriginal woman had suffered 
not only in her past, but also in this current neo-colonial health care environment that she and 
her infant were forced to depend on.   
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Personal Reflective Field Notes Encountering Scarred Aboriginal Mothers (April, 2015) 
  I was still a newly graduated nurse when I started working in this unit.  I recall being 
assigned to her infant every shift I worked since other more senior staff wanted to deal with this 
family as little as possible.  The baby was experiencing symptoms of withdrawal and the mother 
needed a bit of extra support while the baby was in the NICU.  When I saw this mother for the 
first time, I noticed that she had visible scars.  They were extremely hard to ignore.  I knew these 
scars had a story, and to me they symbolized potential need for deeper healing and support.  
This wonderful resilient Aboriginal woman openly disclosed to me that she was abused and shot 
by her own father when she was just a young girl.  She showed me the full extent of the scarring 
on her body.  I remember gasping and placing my hand over my mouth.  It felt like my heart just 
broke.  She however still managed to smile at me at the end of her story.  I believe I felt her 
desire to trust me.  She had experienced previous child apprehensions, but was determined to 
keep her new baby who was being treated for symptoms of withdrawal in the NICU.  I was 
impressed with her ability to stay positive while dealing with a difficult feed for the baby.  I 
admired her tenacity and strong spirit, and could only hope that she would receive the support to 
build on her existing capacity.  
Even though these encounters are not experiences that I have encountered frequently, I do 
think it is important to mention since these experiences illuminated some of the challenges faced 
by Aboriginal mothers.  These particular encounters also illuminated some of the beliefs and 
attitudes about Aboriginal mothers that are sometimes held by health care professionals within 
the health care system.  Writing about these encounters is not meant for the sole purpose of 
criticism, but is meant to show where Aboriginal mothers could be supported better, and how we 
can improve care for Aboriginal mothers in NICUs.  Reflecting on my experiences within 
NICUs has fostered an in-depth understanding about some of the challenges that Aboriginal 
mothers face, and my personal reflections also helped me to more effectively analyze interviews 
I conducted for this research.  The next section provides an outline of this thesis. 
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1.4 Thesis Outline 
Following from this first chapter, Chapter Two provides a literature review and 
background for this study.  Chapter Two discusses historical injustices presented in the literature 
in relation to Indigenous peoples in Canada, colonialism and post-colonialism, the health and 
well-being of Aboriginal peoples, child apprehension within the health care system, and provides 
an overview of NICUs and nursing.  Chapter Three focuses on methodologies used in this study.  
The research frameworks that I deployed take into consideration historical injustices, oppression 
in neo-colonial climates, and the significance of gender.  The specific frameworks that informed 
my research thus included post-colonial theory, feminist theory, intersectionality, and social 
constructions of motherhood.   
Chapter Four contains the methods used in this research.  Methods consisted of in-depth 
interviews with key health care professional informants, and an institutional ethnography which 
was predominantly comprised of field notes.  My manual coding method used for interviews and 
reflective field notes is explained, and illustrations of the coding process are provided.  A method 
of self-reflexivity was applied throughout my entire research process.  This encouraged critical 
reflection on my role as NICU nurse from a privileged background which helped raise a critical 
awareness of my own unintentional contributions to oppression.   
 Chapter Five contains a descriptive analysis of the findings and discussion.  In particular, 
findings consisted of reflective field notes and various relevant interview excerpts.  This chapter 
contains the thematic analyses of the transcribed interviews, critical analyses of reflective field 
notes, a synthesis of findings and the background of the study, as well as broad recommendations 
and suggestions.  The six main themes that emerged from this study were: 1) oppression, 2) 
judgement, 3) policy confusion, 4) racism, 5) supports/empowerment, and 6) barriers.  
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              11 
 
Chapter Six provides the conclusions for this study, recommendations for the future, and 
a summary of the thesis.  
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Chapter Two: Literature Review and Background 
2.1 Indigenous Peoples of Canada and Historical Injustices 
A multitude of historical factors contribute to the vulnerability that Aboriginal people, 
and specifically Aboriginal mothers, face (Lawrence et al., 2016).  Intergenerational influence of 
residential schools have wounded First Nations peoples on emotional, physical, and cultural 
levels since the mid 1800’s with the last residential school closing as late as 1996; the scars of 
these historical injustices arguably still manifest in health care and health policy (Lawford & 
Giles, 2012).  Research suggests, for instance, that children in residential schools were exposed 
to sub-optimal living conditions, poor education, physical abuse, sexual abuse, and family 
violence which impact parenting skills of Aboriginal parents (Smith et al., 2005).  A significant 
percentage of First Nation children who were removed from their homes in order to attend 
residential schools became victims of addiction, violence, and suicide (Lawrence et al., 2016; 
Smith et al., 2005).  The children and grandchildren of these residential school victims continue 
to live with a legacy of brokenness and extreme vulnerability.  The vulnerability that Aboriginal 
people encounter partly manifests in health disparities.  There are numerous health disparities 
that exist between Aboriginal and non-Aboriginal Canadians (Lawrence et al., 2016).  There is 
additional evidence that health disparities exist predominantly between Indigenous and non-
Indigenous people world-wide.  In a systematic review about barriers to care in North America, 
New Zealand, and, Australia, evidence is presented about health disparities that persist between 
Indigenous and non-Indigenous people (Marrone, 2007).  Health discrepancies and 
intergenerational devastations caused by residential schools and colonialism, are much too often 
misunderstood by non-Aboriginal Canadians as Aboriginal culture and lifestyle “choices” in 
mainstream health care and policy (Smith et al., 2005).  Many of these health disparities are 
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often linked to social determinants of health (Lawrence et al., 2016).  Researchers have included 
colonialism as a distal determinant of health that has placed Aboriginal peoples and children at a 
major disadvantage socio-economically, politically, and health wise (Greenwood & de Leeuw, 
2012; Reading & Wien, 2009).  Though the Federal Government has given legal and political 
recognition to the injustice caused by residential schools, there are still many complex outcomes 
of a colonial history that have yet to be addressed in health care policy (Lawrence et al., 2016; 
Smith et al., 2005).  Colonial policies and socio-historical factors have adversely influenced the 
social, physical, and economical aspects in the lives of Aboriginal people and regrettably, 
continue to harmfully influence Aboriginal people as whole.  The Wellesley Institute released a 
recent report in which historic and contemporary racism within the health care system is linked 
to suboptimal health care for Indigenous people in Canada (Allan & Smylie, 2015).   
 This chapter offers background about Aboriginal people and, more specifically, 
Aboriginal mothers.  I review existing research involving Aboriginal people of Canada, 
colonialism, post-colonialism, the health and well-being of Aboriginal people, child 
apprehension, and the health care system. Each of these bodies of evidence provide a context to 
my research into NICUs and nursing – particularly with reference to a research question about 
Aboriginal mothers in NICUs.  The literatures reviewed provides an understanding about 
Aboriginal peoples historical backgrounds, how their health and well-being is shaped and 
determined by historical injustices and colonialism, and to recognize if and how Aboriginal 
women are impacted in current NICU settings when their infants are hospitalized.  The literature 
review also provides an entry point to understand broader determinants of Aboriginal peoples’ 
health. 
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2.2 Social Determinants of Aboriginal Women’s and Aboriginal Peoples’ Health  
In order to better contextualize my research relating to Aboriginal mothers in NICUs, it is 
important to understand factors that may impact their health and well-being.  Aboriginal women 
in Canada have many risk factors for chronic disease (Doxtator & Big-Canoe, 2011).  Aboriginal 
women also tend to have a greater body mass index (BMI) than non-Aboriginal women which 
increases their risk for obesity and gestational diabetes mellitus (GDM) (Doxtator & Big-Canoe, 
2011).  According to Canadian gender based statistical report, Aboriginal women were more 
likely to be lone parents than non-Aboriginal women (O’Donnell & Wallace, 2011). In 2006, 
18% of Aboriginal women above the age of 15 were in charge of families, compared to 8% of 
non-Aboriginal women (O’Donnell & Wallace, 2011).  Living in overcrowded conditions is 
another concern that pertains to Aboriginal women.  In 2006, 31% of Inuit women and girls were 
living in crowded homes, whereas 3% of non-Aboriginal females were living in crowded homes.  
In 2006, 28% of First Nations women and girls were living in houses that needed major repairs, 
compared with only 7% of non-Aboriginal women and girls (O’Donnell & Wallace, 2011).  
Aboriginal women also experience higher unemployment rates than non-Aboriginal women.  In 
2006, unemployment rates were twice as high for Aboriginal women compared to those of their 
non-Aboriginal counterparts. In 2006, 13.5% of Aboriginal women were unemployed, whereas 
the rate was 6.4% for non-Aboriginal women (O’Donnell & Wallace, 2011).   Considering the 
social determinants of Indigenous health is therefore essential since it helps to account for 
various non-biomedical factors that impacts health (Morris, 2012).    Examples of social 
determinants of health include those on a distal level (historic, political, social and economic 
contexts), intermediate level (community infrastructure, resources, systems and capacities), and 
proximal level (health behaviours, physical and social environment) (Reading & Wien, 2009).   
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As mentioned earlier, colonialism is an example of a distal determinant of health that specifically 
impacts the health of Aboriginal peoples today.  Colonialism, as I use the term in this research, 
refers to the process that began when Aboriginal peoples were displaced from their traditions 
lands by European settlers: it stretches over a time-frame of at least two centuries and, as others 
have argued, continues with ongoing territorial displacement and other violences today (Beavis 
et al., 2015; Lawrence et al., 2016).   Colonialism continues to have a significant influence on 
the health, social, and economic status of all Indigenous peoples in Canada (Browne & Fiske, 
2001; Greenwood & de Leeuw, 2012).  One of the most detrimental and oppressive programs, 
was the residential school program established by the Federal government and the churches in 
1880, which ran until 1996 (Lawrence et al., 2016).  The residential school program forcibly 
removed several generations of Aboriginal children from their homes and communities in order 
to ‘civilize’ and ‘educate’ them (Lawrence et al., 2016).  This oppressive and abusive program 
had damaging effects on the Aboriginal language, culture, family ties and community networks 
with the intent on assimilating children into dominant Canadian culture (Lawrence et al., 2016).  
Health inequities lived by First Nation peoples today are a well-documented outcome of  the 
complex dynamics of historic, political, and socio-economic conditions created by colonialism 
(Browne & Smye, 2002; Lawrence et al., 2016).  Examples of health inequities are seen in the 
overrepresentation of Indigenous peoples in the HIV epidemic in Canada, shorter life 
expectancies among Aboriginal populations compared to non-Aboriginal populations, and lower 
access to health care (Tang & Browne, 2008).  Colonialism robbed many Aboriginal 
communities of economic independence, cultural practices, land, resources and self-
determination (Browne et al., 2005).  The fact that Aboriginal mothers are at an increased risk 
for child apprehension is likely another manifestation of colonialism – child apprehension, in 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              16 
 
turn, has adverse impacts on their health and well-being (Duff et al., 2014).  Many Aboriginal 
mothers continue to suffer inequities, unequal power relations, health disparities, and socio-
economic struggles as a direct result of the colonial past (Browne et al., 2005).  Aboriginal 
mothers continue to experience various levels of racism when they enter the mainstream health 
care system (Browne et al., 2010; Lawrence et al., 2016).  It is thus important to recognize that 
racism is a “distal” social determinant of Aboriginal health, and account for potential adverse 
effects of racism towards Aboriginal mothers (Browne et al., 2010).  This research takes as one 
starting point that in this colonial context, Aboriginal mothers face major individual and 
institutionalized disadvantages including discrimination based on gender, race, and class 
(Browne & Smye, 2002).  The colonial backdrop that Aboriginal mothers at risk face in the 
NICU was factored in during my research process in order to consider policies and practices that 
lack acknowledgement of broader socio-historical health determinants.  With this in mind, it is 
also important to recognize that many Aboriginal women are strong healthy resilient individuals 
– and that sometimes insisting upon framing Aboriginal peoples being always being “sick” or 
“victims” and thus in need of salvation or care is, in fact, part of extending a colonial project 
which forever ‘others’ Indigenous peoples (Ermine et al., 2004).  Still, I do think it is essential to 
be conscious about the vulnerability among Aboriginal mothers who may vulnerable within 
oppressive systems that might be blinded to their own level of oppressiveness, including those in 
NICU environments. This attention can still occur while at the same time realizing that 
Aboriginal women are strong and self-determining subjects.  
 My research aims for increased awareness among and about health care professionals 
concerning the potential of hidden colonial oppressions that may impact vulnerable mothers at 
risk for child apprehension.  It is my contention that health care professionals may not fully 
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recognize that they might have quiet prejudices about the health status and well-being of 
Aboriginal people, especially marginalized Aboriginal mothers, which might ultimately be 
affecting the health care experience and outcomes among Aboriginal mothers in the NICU.  It is 
very difficult to pinpoint exactly when and how colonialism plays a role in the NICU:  since this 
‘invisible presence’ of colonialism is very hard to identify, this research has been challenging.  
Still, at the heart of my research is the conviction that it is important to communicate that 
impoverished economic and social conditions, as well as oppressive policies, may be 
contributing to inequitable health status and social problems that are sometimes mistakenly 
viewed as lifestyle choices (Browne & Smye, 2002).  In other words, it is important to try and 
uncover, and then document and speak about, the struggles that mothers face, such as addiction, 
and to then understand that these behaviours may be a coping mechanism to deal with much 
broader social inequities perpetuated by historic injustices.   
2.3 Child Apprehension, Aboriginal Mothers, and Health Care System 
It is disheartening to read about the role played by the Canadian government in inequity 
among the First Nations peoples.  In an article about Canadian human rights and First Nation 
child welfare, Blackstock makes a strong case about the role of the Canadian Government in 
current inequity lived by First Nations children (2011).  This article does not directly address 
child apprehension at birth, but it underlines how strong discrimination is towards First Nations 
populations – which in turn impacts rates of child apprehension (Blackstock, 2011).  My research 
takes as a starting point that it is important for especially health care professionals to be aware of 
a broader context of discrimination, within which many mothers at risk for child apprehension in 
the NICU may be situated.  Considering the context of discrimination is important for 
conducting culturally sensitive and safe practices that account for broader socio-political 
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determinants of these mothers’ health and that of their babies (Christensen, 2016; Guerra & 
Kurtz, 2016).  With that said, it is also important to understand the legal context of these 
mothers’ lives. 
The Child, Family, and Community Service Act serves as the legislative authority for the 
Ministry’s Child Protection Services in British Columbia.  This Act requires that suspected abuse 
or neglect of a child be reported to the Director of child protection or delegated social worker or 
child welfare authorities (De Leeuw, 2014; De Leeuw et al., 2010; Fallon et al., 2013).  The Act 
gives delegated social workers the authority to provide child protection services that is the least 
disruptive to the child (British Columbia’s Ministry of Child and Family Development ([MCFD], 
2012).  Once MCFD social workers determine a child is at risk, reference is made to a second 
evaluation tool in the Risk Assessment Model which is the Comprehensive Risk Assessment.  
The Comprehensive Risk Assessment is used to predict the probability of ongoing or future harm 
(Brown, 2006).  If certain options for key risk factors are unclear, MCFD social workers are told 
to err on the side of caution to ensure child safety (Brown, 2006; Fallon et al., 2014).  If risk is 
deemed to exist, research shows that mothers are labelled, stigmatized, and placed in a position 
where they are forced to defend themselves against unknown accusers (Brown, 2006).  The 
‘Family Law in BC’ website states that a “child protection worker may also look at medical or 
other records that might prove or disprove neglect or harm.  He or she might talk to your doctor, 
psychologist, or therapist” (Family Law in BC, 2017).  This information indicates that 
information may be requested by MCFD from medical records of babies in NICUs.  Nurses, 
doctors, and hospital social workers may all contribute to legal documentation that pertains to 
infants in NICUs.     
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The combination of neo-colonial agendas, a climate of fiscal prudence, and narrowly 
focused programs may all arguably contribute to increased risk assessments, increased 
marginalization of mothers already on the fringes of society, and inadequate support systems for 
mothers at risk for child apprehension (Brown, 2006).  In a report by the Office of the Auditor 
General of British Columbia (Office), an assessment of the Ministry of Children and Family 
Development (MCFD) indicated an overrepresentation of Aboriginal children under welfare 
care; the report noted further that the MCFD was not meeting the needs of these children (Office, 
2008/2009).  Other conclusions in the report were that the Aboriginal child protection service 
delivery did not adequately identify needs for various resources, management practices were not 
in sync with its current service delivery goals, and child protection services were unsuccessful at 
delivering effective, accessible, and culturally appropriate services (Office, 2008/2009).  Reports 
such as this demonstrate the vulnerability and inequity that exist for Aboriginal women and 
children at systemic and individual levels.  The inequities and vulnerabilities of Aboriginal 
peoples require more research and investigation in order to better advocate for and support this 
population group.  Due to government spending cutbacks, the ability of social services to 
adequately respond to increased reports of child maltreatment has been negatively influenced 
(Brown, 2006).  Indeed, it is apparent that contemporary government strategies have included 
fiscally prudent solutions for child welfare programs, but risk management strategies have been 
criticised for drawing scarce resources away from preventative measures that results in unmet 
needs of many children (Blackstock, 2012).  In addition to the unmet needs of many children, 
multiple studies have concluded that the child protection system does not attend to the needs of 
the mothers, and that once a mother’s capacity is judged to be inadequate, her experiences and 
challenges are mostly ignored (Blackstock, 2012; Reid et al., 2008).   
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The legal requirement for anyone to report any suspected abuse or neglect can be 
problematic for many health care workers and mothers in the NICU since processes may be 
affected by individual perceptions and definitions of ‘risk’.  Sullivan and Charles write that there 
is potential for children to be brought into state care as a result of various individual workers’ 
definition of ‘risk’ (2010).   In an article about risk reduction, Brown states that “child protection 
is a contentious topic bound up in long-standing debate” and that “academics, policymakers, and 
professionals have yet to produce a clear and consistent deﬁnition of what actually constitutes 
maltreatment” (p.353, 2006).  Since there appears to be room for some clinical judgement by 
MCFD social workers about respective ‘risky’ situations involving Aboriginal mothers, I believe 
it is important to ensure and document that these women also had all the opportunities to exhaust 
their resources, receive community supports,  and that they have had physical and culturally safe 
access to care.  The supports available to Aboriginal mothers and their ability to access care are 
broadly considered in this research. 
There is unquestionably an overrepresentation of Aboriginal children and families who 
depend on the Canadian welfare system (Blackstock, 2011; Sullivan & Charles, 2010).  
Aboriginal children and youth are about 10 times more likely to come into care than non-
Aboriginal children in British Columbia (RCY, 2015b).  In British Columbia, the Aboriginal 
child population constitutes 8% of the total child population, yet more than 55% of children 
living out of their parental home in the province are Aboriginal; 20% of Aboriginal children will 
be involved with child welfare at some point during his or her childhood (Aboriginal Children in 
Care Working Group, 2015).  The disproportionally high rates of Aboriginal children found in 
the child welfare system has been linked to intergenerational effects of residential schools, 
colonialism, race, gender, poverty, and access to care (Sullivan & Charles, 2010).  For instance, 
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in a study about the experiences of Aboriginal women accessing support when apprehension of 
their children was threatened, it was found that the mothers experienced racism, prejudice and 
discrimination which affect their health care access, but not their children (Denison et al., 2013).  
It is essential that the impact of colonialism on the health and well-being of Aboriginal peoples is 
recognized, especially by health care providers.  In an article about racism towards Indigenous 
people in Canadian health care, the author makes reference to the damages inflicted to 
Indigenous peoples by Canada’s health care system through imposition of Canadian health laws 
and policies on Indigenous groups (Matthews, 2016).  A lack of recognition about the colonial 
context in Canada and the impact of this on child-welfare regulations, practices, and policies 
provide a platform for the discussion of the data pertaining to 21 infants under the age of two that 
died between 1 June 2007 and 1 May 2009 (de Leeuw, 2013).  Of the 21 infants that died under 
the “protection” of the MCFD, 15 infants were Aboriginal (de Leeuw, 2013).  These numbers are 
troubling and demand further investigation, inquiry, and analysis, including a gathering a sense 
of where the numbers originate, which one must assume includes NICU wards.  Many mothers 
from extremely challenging backgrounds do not receive supports to ensure that they will keep 
their infants (Greaves & Poole, 2004).  Many women do not have access to resources for a 
healthy pregnancy and thus come to the attention of the welfare system.  In an epidemiologic 
study about the use of prenatal care services in Manitoba, authors identified various determinants 
affecting inadequate use of services (Heaman et al., 2007). The highest rates of inadequate 
prenatal care were among Aboriginal women, women who smoked during pregnancy, had the 
lowest family incomes, highest unemployment rates, and lived in neighbourhoods with the 
highest percentage of single parent families (Heamen et al., 2007).  Prevention strategies for 
Fetal Alcohol Spectrum Disorder (FASD) often include goals to prevent births of affected 
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children and reduce the economic burden instead of focussing on improving women’s health and 
access to care (Greaves & Poole, 2004).  Evidence of existing barriers that prevent certain 
women from accessing health care and prenatal care services highlights the importance to 
continue to identify barriers and find ways to facilitate access to prenatal care services (Browne 
et al., 2005).  Structural barriers such as social, political, and health determinants may not always 
be considered during assessments made by MCFD social workers (Reid et al., 2008).  Risk 
reduction plans are created for mothers at high risk for child apprehension in order to ensure that 
infants go home to a safe environment and then receive appropriate care (Brown, 2006).  If 
mothers cannot meet the expectations of risk reduction plans (that often require changes in their 
home environment, personal behaviour, or caregiving) then their infants or children are to be 
removed irrespective of factors and barriers that limit their ability to comply (Brown, 2006).  
This literature suggests it may be highly unlikely that Aboriginal mothers in the NICU exposed 
to poverty, violence and abuse will be able to keep their infants if social, political, and economic 
determinants are ignored: addressing this is, again, at the heart of my research.  Indeed, 
ignorance of wider health determinants by health care professionals may be adding to previous 
vulnerabilities and placing Aboriginal mothers in an inequitable position that increases the 
perception of ‘risk’ (Reid et al., 2008).  Instead of recognizing and alleviating the pressures that 
certain Aboriginal mothers who struggle with addiction face, these mothers may instead be 
exposed to  policies in ways that contribute to their challenging circumstances and increase the 
perception of ‘risk’ of harm to their child  (Reid et al., 2008).  In dialogue with this literature, my 
work is to become more familiar with policy documents surrounding apprehension processes in 
NICUs. 
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2.4 Aboriginal Women and Healthcare Experiences 
 It seems important and appropriate for this research to include a discussion pertaining 
healthcare experiences of Aboriginal women.  Canadian researchers have found that Aboriginal 
women in Canada often face significant challenges with racism and discrimination when entering 
mainstream healthcare systems (Denison et al., 2013).  In a study that attempted to understand 
how the threat of child apprehension impacts Aboriginal women’s access to health care, the 
authors concluded that apprehension was an additional factor that intersected with multiple 
social, political, and historical barriers to deter women from accessing care (Denison et al., 
2013).  In another study, authors wanted to gain a better understanding about rural Aboriginal 
women’s experiences of maternity care (Varcoe et al., 2013).  These authors found that 
Aboriginal women were expected to travel to a foreign environment in order to access ‘modern’ 
maternity care, these women felt disconnected from their traditions, and Aboriginal women 
experienced a loss of control (Varcoe et al., 2013).  Another group of researchers examined how 
health care providers’ perceptions of Aboriginal mothers’ identities impacted the healthcare 
experiences of Aboriginal mothers (Van Herk et al., 2011).  Authors stated that Aboriginal 
women were especially vulnerable when they tried to access care in their role as mother (Van 
Herk et al., 2011).  When Aboriginal women described negative encounters with the healthcare 
system, they often felt judged, disempowered and disrespected (Van Herk et al., 2011).  The 
literature suggests and echoes that current healthcare experiences for Aboriginal women are not 
culturally sensitive and they still experience colonialism when accessing mainstream healthcare.  
In another study that examined factors affecting breastfeeding among Aboriginal women in 
Northwestern Ontario, the authors noted that there is a lower breastfeeding rate among 
Aboriginal women, but did not make any mention of potential cultural barriers or culturally 
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insensitive practices that might be imposed on Aboriginal women (McQueen et al., 2015).  In 
fact, these authors did not criticize the practices of healthcare providers at any point, but wrote 
“health care professionals working with Aboriginal women and their families are well positioned 
to provide evidence-based breast-feeding interventions such as educating mothers regarding the 
benefits of breastfeeding, hospital practices that promote successful breastfeeding” (McQueen et 
al., 2015, p66).  It may well be true that healthcare professionals have valuable medical 
knowledge to impart to patients, but it is the ways in which these practices unfold in a Western 
healthcare system that requires our attention and scrutiny.  
There is thus a significant indication for the necessity to improve healthcare experiences 
for Aboriginal women and to ensure that culturally sensitive care is provided (Denison et al., 
2013; Van Herk et al., 2011).  There is not a great deal of literature that is specific to the 
experiences of Aboriginal mothers in NICUs, but the argument can likely be extended to 
advocate for needed improvement in care for Aboriginal mothers in NICUs. 
2.5 Overview of NICUs and Nursing 
 In this research, I am trying to document views and feelings of various health care 
professionals towards Aboriginal mothers.  I am documenting this in conjunction with trying to 
understand various social discourses and how those views and feelings may affect apprehension 
outcomes in NICUs.  More specifically, I am investigating various factors broadly linked to 
colonialism and how those may impact Aboriginal mothers in NICU wards.  As someone who 
has worked in both units, I can speak to aspects of oppression existing in both climates, but 
perhaps manifesting in different ways.  The staff turnover in the rural NICU is lower than that of 
the urban NICU, but this might be due to the fact that the rural NICU is a much smaller level-2 
unit with less acute babies above 30 weeks, 12 single rooms, with a smaller number of staff, 
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whereas the urban level-3 unit is the largest level-3 NICU for British Columbia with acutely ill 
babies being admitted as early as 24 weeks and the unit employing 350+ staff with a total of 60 
beds (BC Women’s Foundation, 2016).  In conjunction with a growing literature  about the 
exhaustion of health care professionals, especially nurses, (Aytekin et al., 2013; Braithwaite, 
2008; Dalia et al., 2013), I think it is imperative to acknowledge the likelihood of burnout 
syndrome (BOS) affecting health care staff in NICU wards (Profit et al., 2014).  In an article that 
addresses burnout syndrome among critical care health care workers, the authors state that “ICUs 
are characterized by a high level of work-related stress, a factor known to increase the risk of 
BOS” (Embriaco et al., 2007, p.482).  Other authors concluded that BOS was a frequent 
occurrence among ICU nursing staff (Poncet et al., 2007).  Recognizing the potential for BOS in 
the NICU is significant because BOS impacts the climate of the unit and the well-being of staff.  
Researchers wrote that BOS leads to decreased quality of care, high turnover rates, high levels of 
emotional exhaustion, and depersonalization among other undesirable consequences. 
Depersonalization is defined as “negative or cynical attitudes towards patients” (Embriaco et al., 
2007; Poncet et al., 2007, p. 698).  To experience depersonalization from someone who is in a 
powerful role would be problematic for any patient or family member in the NICU, but perhaps 
especially challenging for highly vulnerable Aboriginal mothers. 
In summary, existing literature suggests that there are strong links between the health 
status of Aboriginal people today and the intergenerational impact of residential schools and 
colonialism.  Colonialism has been described as a distal determinant of health that has adversely 
impacted Aboriginal people on economic, political, and health related levels (Matthews, 2016).  
There are also a number of complexities and challenges that Aboriginal mothers face when they 
interact with the mainstream healthcare systems, of which racism is important.  It is imperative 
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that an issue such as racism not be ignored or disregarded when discussing matters pertaining to 
Aboriginal mothers in the health care system.  Health care professionals are in a position of 
power, and therefore need to treat Aboriginal mothers with cultural sensitivity at all times.  Still, 
professionals in NICUs and nursing are likely experiencing burnout syndrome, and are thus at 
risk for perpetuating depersonalization towards Aboriginal mothers.  Views of health care staff in 
conjunction with inadequate systemic supports, may add to the vulnerability that Aboriginal 
mothers face, and potentially increases their risk for child apprehension. It is ultimately one of 
my goals to raise awareness of all the complexities that impact Aboriginal mothers within NICU 
climates My research does this via interviews and dialogues with other health care professionals.  
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Chapter Three: Theoretical Frameworks 
Conceptual frameworks provide specific lenses through which data can be analyzed and 
conclusions can be drawn (Brown & Smye, 2002).  Post-colonial theory, feminist theory, 
intersectionality, and social constructions of motherhood are all lenses that were used to develop 
the research questions and the methods by which I sought to answer these questions.  Indeed, 
these methodological frameworks informed the tool of institutional ethnography as the guiding 
approach for this research, which I review at the end of this chapter.   
3.1 Post-colonial Theory 
Post-colonialism provides a foundation for research by examining inequities in 
Aboriginal health as part of a process towards establishing social justice (Browne et al., 2005; 
Smye & Browne, 2002).  Post-colonial theories recognize unequal power relations resulting from 
a colonial past that continue to have damaging effects on Aboriginal people today   (Browne et 
al., 2005; Darroch & Giles, 2016).  Post-colonial theories provide a platform for scrutiny of the 
impacts of historic and contemporary colonialism on social, political, and moral areas (Denison 
et al., 2013).  In order to contextualize my research more appropriately, it is necessary to 
acknowledge the influence of colonialism on Aboriginal people of Canada, with a particular 
focus on Aboriginal mothers.  The repercussions of colonialism are vast and impact all areas of 
Aboriginal culture, including their health status.  The essence of colonialism was to eradicate the 
heritage of Aboriginal people and force Aboriginal children into an ‘educated’ European culture. 
Colonialism has had harmful effects on Aboriginal women’s health when compared to other 
women in Canada (Darroch & Giles, 2016).  Aboriginal women who are pregnant have 
significantly increased risks of ill health, which may be another articulation of the ongoing 
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impacts of colonialism (Darroch & Giles, 2016).  The present day health status of Aboriginal 
people is an issue that needs to be contextualized with colonialism.   
Concepts associated with colonialism include identity, representation, subjectivity, 
nationalism, and political economy; however, the concepts associated with colonialism that are 
most relevant to health care include race, racialization, and culture (Browne, 2005).  This 
research incorporates post-colonial perspectives to think through how legacies of colonialism 
may continue to affect health care experiences of minority groups, especially Aboriginal 
mothers, within hospital environments and, specifically, in the NICU.  Browne et al. note post-
colonial theories were introduced to nursing research in order to bring attention to contemporary 
constructions of ‘race’, ethnicity, and culture, and the influence of these constructions on 
inequities within health care settings (2005).  A post-colonial perspective invites critical attention 
to processes and practices pertaining to Aboriginal health while recognizing that colonial history 
impacts social conditions and health care experiences (Darroch & Giles, 2016, Smye & Browne, 
2002).  Post-colonial theories provide direction for research related to Aboriginal communities 
by: critically drawing attention to advocacy, ensuring knowledge is applied towards social 
change, and by demanding that researchers connect historical injustices to current health status in 
addition to critiquing the colonizing potential of their own research (Browne et al., 2005).   
Deploying a post-colonial perspective allows for an understanding about an initiative or 
program being ‘oppressive’ or ‘empowering’ (Smye & Browne, 2002).  While it is important to 
incorporate a post-colonial perspective in this research, it is also important to acknowledge 
vulnerability that mothers may experience due to gender.  The gender of Aboriginal women is 
not separate from a colonial framework, but gender can also be understood as a uniquely 
constructed aspect of colonial violence, especially for Indigenous women.  Combining post-
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colonial theory with feminist theory helps to contextualize the experiences of women and their 
challenges with various power structures (Denison et al., 2013).  Drawing attention to Aboriginal 
women’s identities is important since their identities have been heavily influenced by the Indian 
Act (Darroch & Giles, 2016).  A revision of the Indian Act took place in 1985, but prior to this 
revision, Indian status was lost by Aboriginal women if they married someone who did not have 
legal Indian status (Darroch & Giles, 2016).  Adopting a post-colonial feminist perspective on 
my research thus helped raise awareness of the different levels of oppression that Aboriginal 
mothers have experienced and continue to experience, as well as historic influences on their 
Indian status.  This led me to include feminist theory as part of my research framework.  
3.2 Feminist Theory 
 Post-colonial feminist theory primarily addresses issues of race, gender, and legacies of 
colonialism (Darroch & Giles, 2016; Van Herk et al., 2011).  For instance, critical feminist 
theories recognize the complex interplay between ‘culture’ and the social world (Racine, 2003).  
Adopting a post-colonial feminist perspective is appropriate for this research because, by doing 
so, the work considers health inequities that may result from social and gender discriminative 
practices in the health care setting.  This framework fosters a deeper understanding of Aboriginal 
women’s health by welcoming more insight into the ways that racism, historical oppression, 
social status, and culture interact with gender (Denison et al., 2013).  A post-colonial feminist 
framework was applied in a study conducted in the New Zealand maternity system where the 
mothering practices of Korean migrant mothers were viewed as “deviant or pathological” (De 
Souza, p.348, 2014).  The application of a post-colonial feminist lens illuminated how 
Westernized discourses and nursing practices linked with colonial legacies, maintained 
hegemony of New Zealand practices and racialized mothers (De Souza, 2014).  There is further 
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evidence, from a study conducted in BC Women’s NICU, that demonstrates fathers in the NICU 
experienced feelings of inequality and lack of control, but that interactions with male physicians 
were particularly positive (Arockiasamy et al., 2008).  Such research suggests that the issue of 
gender does indeed play a role in the health care system.  Both these studies demonstrate that 
health care professionals need to be conscious of gender during their interactions with vulnerable 
populations.  I extend this argument to Aboriginal women in the NICU.  Recognizing Aboriginal 
mothers as a vulnerable racialized female group in the hospital, my research starts from the 
premise that it is imperative that Aboriginal mothers are treated with much deserved respect, and 
that interactions between health care staff and Aboriginal mothers must strive to be free of 
prejudice. A post-colonial feminist framework thus fosters recognition of the potential interplay 
between Indigeneity and gender, the new role of motherhood that influences Aboriginal mother’s 
identities and experiences of care, potential oppressive actions of NICU staff, and Aboriginal 
mothers at risk for child apprehension.  Such recognition played an important role in the 
questions I asked and the data I gathered.  It also guided the ways I hoped this research would be 
undertaken. 
Evidence for the use of the post-colonial feminist theory is also seen in another study that 
explores the health care experiences of Aboriginal women (Van Herk et al., 2011).  Five years 
ago, a post-colonial feminist lens was applied in research exploring health care and identity of 
Aboriginal women who have been ignored or oppressed (Van Herk et al., 2011).  After 
conducting qualitative interviews, researchers found that Aboriginal mothers felt judged, 
disrespected, and misunderstood by the paternalistic attitudes of mainstream health care 
providers towards their identities as Aboriginal mothers (Van Herk et al., 2011).  This study 
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demonstrates how important attitudes of health care providers are, and how they can impact 
Aboriginal mothers.   
Gendering and racializing of the Canadian healthcare system are likely embedded in 
healthcare policies that overtly or subconsciously are  tailored to Eurocentric cultural beliefs 
which largely ignore Aboriginal cultural beliefs (Racine, 2003).  Matthews corroborated this 
notion in an article about Canadian Health Care when he asserted “contemporary health care 
contributes to assimilation” and that Canadian “health policy and health practice continue to 
erode Indigenous cultural identities” (2016, E78). Indeed, discrimination based on race and 
gender has been found to contribute to the adverse health status in Aboriginal peoples in Canada.  
Deploying post-colonial feminist approaches may enable better recognition of these 
discriminatory variables (Racine, 2003).  My research intentionally engaged a feminist post-
colonial framework, and I was deeply conscious of gendering and racialization when I was 
writing reflective field notes.  
3.3 Intersectionality   
Intersectionality is an emerging framework often applied in research in women’s health 
with a focus on social locations, marginalization, health status, and quality of life (Hankivsky et 
al., 2010; Van Herk et al., 2011).  An intersectionality paradigm aims to emphasize differences 
among groups and various social factors that influence daily lives.  In article that discusses the 
definitional dilemmas regarding intersectionality, the author asserts that there is a general 
understanding and consensus about the meaning of intersectionality (Collins, 2015).  
Intersectionality refers to the critical insight into how race, class, gender, age, sexuality, 
ethnicity, nation, and ability operate not as mutually exclusive entities, but as “reciprocally 
constructing phenomena that in turn shape complex social inequalities” (Collins, 2015, p.2).  
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This framework recognizes that not all women share the same experiences with regards to 
cultural background, geographical location, socio-economic status, religion, and sexual 
orientation (Hankivsky et al., 2010).  In a discussion about intersectionality, authors broadly 
consider the need for this approach in the context of women’s health research (Hankivsky et al., 
2010).  These authors assert that an intersectionality perspective in research and policy 
development has the potential to foster methods that elucidate power, create new knowledge, 
promote social justice, and recognize the effects of health and social determinants (Hankivsky et 
al., 2010). 
There are various examples of researchers that have applied an intersectionality paradigm 
to understand health care systems and the stakeholders therein (Smye et al., 2011; Van Herk et 
al., 2011).  Indeed, in a recent research project, an intersectional lens was used to promote social 
change and gain a more complex understanding of health issues (Smye et al., 2011).  Smye et al. 
(2011) focused on harm reduction and methadone maintenance treatment to demonstrate how 
using an intersectional lens can promote social change by providing a more complex 
understanding of the different experiences of respective individuals depending on their differing 
socio-economic status and housing situations.  Elsewhere, an intersectionality lens was applied in 
health research in order to examine power relations that control the health care encounters of 
Aboriginal women trying to access health care (Van Herk et al., 2011).  Hankivsky et al., (2010) 
recently found intersectionality useful in advancing women’s health research and argued the 
framework of intersectionality can inform and transform health research in women’s health more 
broadly.  It is, then, important to consider broader health and social determinants that influence 
our lives.  This work acknowledges the benefit of applying a wider intersectionality lens 
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pertaining to women’s health care and Aboriginal mothers at risk for child apprehension in the 
NICU.   
Aboriginal mothers at risk for child apprehension in the NICU are an extremely 
vulnerable group of women who likely experience discrimination due to intersecting realities of 
cultural background, socio-economic status, and gender (Van Herk et al., 2011).  It should also 
be recognized that most of the professionals who deal with Aboriginal mothers are also women, 
which makes the issue of understanding power even more complicated.  Consequently, thinking 
about this research through a feminist post-colonial perspective, informed by intersectionality, 
aims to provide some data and insights related to the influence of broader determinants.  
Researchers have deployed intersectionality to women’s health where “the issues and priorities 
of many vulnerable women, including members of ethnic, racial, and linguistic minorities, 
Aboriginal women, low-income women, lesbians, and women with disabilities are usually 
excluded from mainstream women’s health research” (Hankivsky et al., 2010, p.1).  My own 
research works from the premises for the application of an intersectionality perspective to 
questions about Aboriginal mothers at risk for child apprehension in the NICU may add new 
knowledge to an area of women’s health, specifically the area of motherhood, risk of child 
apprehensions, and Aboriginal mothers. This leads me to a final theoretical framework at the 
heart of this study. 
3.4 Social Constructions of Motherhood 
 Social constructionists stress that the meanings and perceptions of phenomena are 
created by individuals and groups in various social contexts (Conrad & Barker, 2010).  In a 
review of two works on the construction of reality in society, existence of knowledge, cultural 
norms, and meaningful realities are understood as shaped by social conventions (Segre, 2016).  It 
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was important to frame my research within this sociological method of social constructionism 
since health care staff in NICUs may also inadvertently be influenced by social expectations of 
what motherhood should look like for Aboriginal mothers. Social constructions of motherhood 
likely play a major role during observations and assessments of Aboriginal mothers and families 
that enter the NICU.  Some of these conscious or subconscious attitudes may include 
ambivalence about motherhood in society, defining women either as “domestic angels, whose 
loving industriousness reproduces a healthy, well-adjusted citizenry” or as “the root cause of 
detrimental home environments spawning all manner of deviance” (Brown, 2006, p354)  
Encountering Aboriginal mothers in the NICU who are from lower socio-economic status (SES), 
who have histories of abuse and violence,  who have developed coping skills involving substance 
abuse during pregnancy, and who are culturally different from the Eurocentric norms may pose 
stark contradiction and enormous potential for conflicts with regards to Westernized expectations 
of motherhood. In another article about the social construction of motherhood in late 20th century 
America, the authors discussed that there was a point in time at which a “good” mother was 
defined as being normal, and that a normal mother was expected to be happy and able to alter her 
life in order to perfectly care for her newborn (Held & Rutherford, 2012). This research attempts 
to acknowledge that mothers at risk for child apprehension in the NICU may be in situations that 
increase the perception of risk if viewed through a lens of idealized or romanticized motherhood 
(Brown, 2006; Reid et al., 2008).     
In conjunction with social constructions of motherhood, there are often multiple 
inequitable conditions and systemic injustices that may affect the perceptions of health care 
professionals towards Aboriginal mothers.  Conditions that may limit the abilities of mothers to 
provide safe care for their infants include poverty, domestic violence, safe and affordable 
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housing, social isolation and single parenting (Brown, 2006).  Being a woman of colour - or a 
racialized woman, including, for instance, being an Indigenous mother – poses additional risks 
for discrimination challenges that Caucasian women may not necessarily experience (Brown, 
2006).  Racialization may lead to an externalized (e.g. by another person) assumption and 
association with substance use, which then may be another obstacle for many Aboriginal mothers 
in the NICU because some (although by no means all) Indigenous mothers do struggle with 
substance abuse.  A naturalized association by health care professionals between substance abuse 
and race is an example of social construction: an article about discourses and social constructions 
related to mothers who use substances found that discourses were filled with challenges related 
to stigma, judgemental attitudes, and practices (Reid et al., 2008).  Discourses are defined as “the 
way that an issue or topic is spoken of” and as sets of shared assumptions “reflected in language 
that position people” (Reid et al., p. 212, 2008).  Health care professionals in the NICU setting 
thus need to be extra vigilant and purposeful with their choice of language, not making 
assumptions, being supportive and being non-judgemental. My research attempts to, at least in 
part, to identify the interplay between systemic injustices and social constructions of motherhood 
that may increase the risk of child apprehension, which in turn demands a way of identifying 
where and how social constructions by health care professionals might be ‘at work’ in specific 
places and spaces.  
These theoretical frameworks drove the very questions that were asked to the participants 
in this research. Gender and race/Aboriginality were made explicit in the questions to 
participants. These theories allowed me to move into a realization that racism was a theme. The 
theoretical frameworks also informed the topics that I reflected on and the way I analyzed the 
NICUs in which I worked.  I was for instance aware of the hierarchies that I am embedded in as 
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a nurse, a woman, and a non-Indigenous health care professional.  Applying the specific 
theoretical frameworks outlined in this chapter have subsequently informed the methods used in 
this research.  Post-colonialism, intersectionality, feminism, and social constructionism provided 
an important platform from which the research was launched.  Being aware of the influence of 
colonialism, unique situations of different Aboriginal mothers, gender, power imbalances, and 
social expectations of motherhood in general, helped with the deployment of appropriate 
methods and tools with the goal of answering my research questions listed in chapter 1.   In the 
next chapter, the methods utilized in this project are discussed.  
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Chapter Four: Methods 
The methods used for exploring the views of health care professionals and how these 
views may contribute to the risk of child apprehension among Aboriginal mothers whose infants 
are cared for in NICUs all fit within a qualitative ethnographic framework.  Guided by the 
theoretical frameworks of post-colonialism, feminism, intersectionality, and social 
constructionism, I employed three main ‘tools’ (or research methods) in this project, each of 
which was qualitative in nature.  Methods consisted of institutional ethnography and reflective 
field notes written as a participant observer within the NICU environment, self-reflexivity, and 
semi-structured key informant interviews.  Very broadly speaking, throughout the duration of the 
research, I undertook an institutional ethnography, a process that involved the collection of my 
own personal field notes and observations.  Since policy documents guide apprehension 
processes and are part of the climate that health care professionals operate in, I also attempted to 
gather and evaluate the materials and forms that are used in the NICUs.  I wanted to understand 
the ways in which those policy documents circulate, are taken up, and are understood within 
NICUs.  There were various meetings that I had to attend as part of ethics requirements.   I 
applied for a total of four separate ethics reviews from which I obtained ethics approvals of 
UNBC, Northern Health, UBC RISE, and the Urban NICU.  Finally, I conducted semi-structured 
exploratory key-informant interviews with representative healthcare professionals working in the 
NICUs in which I undertook the research.   
4.1 Institutional Ethnography and Reflective Field Notes 
Institutional ethnography is a sociological method of inquiry developed in the last 25 
years by Canadian sociologist Dorothy Smith and colleagues. Institutional ethnography (IE) 
explores the everyday interactions between individuals in institutions as well as the social 
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organization of these daily experiences (Brown, 2006; Sinding, 2010; Taber, 2010).  The term 
‘institutional ethnography’ connects the everyday practices and experiences of people at a local 
level (ethnography) within structures of power (institutions) (Adams et al., 2015).  Rankin 
described institutional ethnography as “an assumption that knowledge is socially organized and 
that what is known is dependent on one’s location – a particular subject position in institutional 
practices” (2015, p.527).  Dorothy Smith explains that IE is committed to “exploration and 
discovery” and that it “takes for granted that the social happens” and that the observer can know 
the social interactions just as well as those who are participating in their day to day activities (p1, 
2006).  I think that IE complements the theoretical frameworks on which I draw, i.e. post-
colonial feminist theory, intersectionality, and social constructions of motherhood in a way that 
allows for potential illumination of daily oppressive processes and depersonalized interactions.  
Institutional ethnography helps magnify discrimination that may be hidden in institutional 
relations (Rankin, 2015).  As I explored in my introduction, the way a topic is spoken of during 
nursing reports, contributed to my discovery of how these gestures could be implicating 
Aboriginal mothers in the NICU.  IE has been used in health care settings, and there is in fact a 
growing body of literature that illustrates the application of IE in exploring how authoritative 
knowledge is integrated into institutional processes to ultimately control the work of nurses in 
clinical settings (Adams et al., 2015; Hamilton & Campbell, 2011; McGibbon et al., 2010; 
Rankin, 2015). 
Institutional ethnography provides important understandings from numerous perspectives 
within government and hospital institutions to develop more collaborative approaches that 
incorporate the socio-historical factors of a post-colonial context that influence disenfranchised 
groups (Brown, 2006).  My research benefits from this method since it provides insight into the 
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relationship of daily interactions related to Aboriginal mothers at risk for child apprehension.  I 
conducted IE by taking reflective field notes based on observations I made during times I worked 
as a nurse on the ward.  I kept a journal of reflective experiences and social processes in the 
NICU in order to identify themes in this project, and gain insight into the views of various health 
care professionals towards Aboriginal mothers in the NICU.  These reflective field notes allowed 
for more comprehensive data analysis and contributed to further insights.  Confidentiality and 
privacy of patients and colleagues were maintained.  Nobody’s name or identifying 
characteristics were revealed.  Deploying the participant observation approach as a method of 
inquiry facilitated an opportunity that allowed for rich data collection in a natural setting 
(Burgess, 1984).  In my study relating to Aboriginal mothers at risk for child apprehension in the 
NICU, this approach was particularly advantageous since I was able to easily reflect on 
observation in my role as a registered nurse (RN).  As an observing nurse in the NICU, I was 
able to reflect on daily processes as they occurred naturally. Some of these social processes 
included conversations during morning reports, tone of social decision-making, and interactions 
between staff and I related to Aboriginal mothers at risk for child apprehension.  Having had 
observational access to these intricate social processes was a unique opportunity that allowed for 
the collection of information that may otherwise not have been possible to obtain.  
This method allowed me in the role of the researcher to “obtain accounts of situations in 
the participant’s own language which gives access to the concepts that are used in everyday life” 
(Burgess, 1984, p.79).  The use of IE and my reflective field notes, both centred on participant 
observation, were beneficial because they allowed me to “utilize [my] observations together with 
[my] theoretical insights to make seemingly irrational or paradoxical behaviour comprehensible 
to those within and beyond the situation that is studies” (Burgess, 1984, p.79).  The benefits of 
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participant observation are demonstrated in an article in which the author explains that this 
method can be used in a “variety of disciplines as a tool for collecting data about people, 
processes, and cultures in qualitative research” (Kawulich, 2005, p.1).  Tracy (2013) also writes 
that the role of a participating observer “provides convenient access to a wide range of readily 
available data” and encourages “candor and openness” (p.107).  
My dual role as registered nurse and student researcher allowed me to gain insight into 
my research topic that would otherwise not be possible if I was purely an outsider.  Over the 
years, I have come across many situations in the NICU setting that I have felt uncomfortable 
with.  Sometimes my feelings of discomfort came from situations directly involving Aboriginal 
mothers, and sometimes I would read information in charts that was quite concerning.  In the 
‘Findings and Discussion’ chapter, I have provided a few key examples of my reflections and 
experiences in the NICU which strengthen the rationale behind my research.  No notes were 
recorded during work hours, and no identities are disclosed in my reflections.  It seemed most 
natural and appropriate to include a reflective journaling approach to constitute my field notes.  
My reflections are more about interpersonal interactions, and less about the physical spaces that 
contain the research phenomenon.  Ethnographic researchers have written about observations 
being made about both the physical setting and interpersonal interactions (Winkelman & Halifax, 
2007).  Reflecting on interpersonal interactions with health care staff and Aboriginal mothers 
illuminated experiences involving power-differentials, lack of understanding and support for 
Aboriginal mothers, and criticism towards Aboriginal mothers.  There are discussions about the 
benefits of incorporating self-reflexive approaches during ethnographies (Walby, 2007).  For 
instance, researchers have encouraged the deployment of self-reflective ethnographic practices 
within the realm of social work (Reimann, 2005).  Reflective notes were recorded during a 12 
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month period that started in January 2015 until December 2015.  I usually recorded notes after 
shifts and often tended to converse about my reflections with my husband.  The field notes 
provided were usually fuelled by a great deal of emotion I felt after I came home from work.  I 
generally felt it easiest to reflect at my desk in the living room during quiet evenings or mornings 
after I had rested and recovered from challenging shifts.   
4.2 Self-Reflexivity 
Self- reflexivity can be an important tool in undertaking institutional ethnographies 
(Walby, 2007). The practice of self-reflexivity also is a strategy that is increasingly documented 
as perhaps helping to alleviate biased perceptions in health care professionals (including towards 
Aboriginal mothers) (Russel-Mundine, 2012; Rix et al, 2014; Ziabakhsh, 2015) ).  Self-
reflexivity, informed by gendered and racialized social-construction, has become a popular 
approach for many scholars contributing to feminist research (Kobayahsi, 2003).  Still, in an 
article about the benefits of self-reflexivity in research, Kobayashi also notes “reﬂexivity has no 
meaning if it is not connected to a larger agenda” (2003, p.348).   Russel-Mundine too echoes 
that self-reflexivity as a critical methodology will not result in decolonizing research if it is not 
connected to a broader intention to challenge the foundations of dominant culture (2012).  The 
practice of self-reflexivity is thus not solely about reflecting on one’s own biases, assumptions, 
discriminatory processes, and how these are embedded in dominant western cultures and 
contexts, but it is also crucial that it includes deep engagement with powerful structures and 
systems that exclude, marginalize, and silence Aboriginal voices (Russel-Mundine, 2012).   
There is a growing number of research studies being done in health care that insists on deploying 
self-reflexivity.  An example of this is seen where an author incorporated self-reflexivity while 
evaluating an Aboriginal Women Heart Health Promotion Program in Vancouver (Ziabakhsh, 
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2015).  It was the author’s contention that reflexivity would enrich evaluation by providing 
context to processes, and critically reflecting on assumptions and power dynamics (Ziabakhsh, 
2015).  Ziabakhsh asserts that self-reflexivity has offered value to researchers from a variety of 
disciplines as a validity check (2015). 
My research attempts to balance a variety of variables and determinants that may be 
adversely affecting the outcomes of Aboriginal mothers at risk for child apprehension in the 
NICU, and I have thus adopted an ongoing self-reflective approach.  Self-reflexivity became 
essential to this project as it allowed me to identify and recognize my own bias in the research 
process.  My self-reflexivity acknowledges my background of opportunity and privilege, while at 
the same time looking critically at the potential for oppressive acts to unknowingly silence 
Aboriginal mothers in an environment I am embedded in.   
I begin my positionality with acknowledgement that I am a dual South African and 
Canadian citizen.  I have thus been exposed to racism and inequities related to the Apartheid era 
in South Africa, and witnessed discrimination related to the residential school system in Canada.  
Witnessing inequity and inequality in two continents of the world from a position of privilege 
and opportunity has made me realize that I need to be actively non-discriminative and self-
reflexive in order to be an advocate for those that suffer as a result of oppression and systemic 
injustices.  I also acknowledge my position as a registered nurse in NICU environments who may 
have become accustomed to daily practices and processes.  It is therefore imperative that I apply 
the specific frameworks and lenses I discussed in the previous chapter in order to illuminate 
potential oppressive and racist practices.  I further acknowledge that I am familiar with the stress 
and burn out symptoms that nurses and other health care professionals have experienced during 
various shifts, and therefore understand how difficult it can be to provide the supports that 
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Aboriginal mothers require.  In the next section, I will explain why I have chosen institutional 
ethnography as a method and framework for my research.  
4.3 Semi- Structured Interviews with Health Care Professionals who work in NICUs 
and Policy Reflection 
I conducted a total of 7 in-depth interviews with various health care professionals and key 
informants who work within NICU environments.  The research sites included two NICUs in 
two different hospitals.  Participants were employed in the NICUs and policy documents that I 
found within these NICUs were reflected on.  I engaged with and reflected on the small number 
of documents that I either came across or that health care professionals suggested informed child 
apprehension in NICUs.   
The participant sampling strategy that seemed most appropriate for this study was a 
purposeful sampling strategy.  Another strategy included snowball sampling where initial 
interviewees at the rural NICU recommended other appropriate participants to be interviewed for 
this study.  The phenomenon that was being investigated was spatially contained in an intimate 
setting that influences the child apprehension risk of a very unique and vulnerable population.  I 
therefore required a specific group of health care professionals that worked with Aboriginal 
mothers at risk for child apprehension.  Koerber and McMichael discussed in their article about 
qualitative sampling methods that researchers use this particular strategy when they want 
participants to possess specific traits and qualities (2008).  The specific requirement of 
apprehension risk for infants of Aboriginal mothers and health care team members’ involvement 
therefore made the purposeful sampling strategy suitable. The authors also state that a 
combination of interviews and ethnography makes purposeful sampling a desirable strategy 
(Koerber & McMichael, 2008).  Purposeful sampling in combination with other methods 
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associated with institutional ethnography afforded me an opportunity to obtain rich data that 
highlighted the need for more effective support strategies, education programs that include a 
socio-historic perspective, empathic interactions, and the need to continually scrutinize post-
colonial practices.  A post-colonial lens was emphasized since colonialism has significantly 
affected the health and well-being of Aboriginal mothers (Browne & Smye, 2002).  
The health care professionals consisted of nurses, doctors, and social workers.  All 
interviews were audio recorded for which informed consent was obtained from participants.  
Confidentiality was maintained and anonymity was protected for all participants of this study.  I 
gave the participants the consent forms which were signed prior to engaging in interviews (see 
Appendix III).  In the rural NICU, I interviewed a total of four health care professionals 
consisting of two nurses, a pediatrician, and a social worker.  To ensure anonymity, the 
participants from the rural NICU were assigned numbers in the following manner: health care 
provider 1 (HCP 1), HCP 2, HCP 3, and HCP 4.  In the urban NICU, I interviewed a total of 
three health care professionals consisting of two nurses and a social worker.  Interviews were 
conducted on a voluntary basis which is the sole reason for the discrepancy in the number of 
interviews conducted between rural and urban sites.  To ensure anonymity, these participants 
were assigned the following numbers: HCP 5, HCP 6, and HCP 7.  Participants in the urban 
NICU were recruited via NICU research managers who sent out mass emails on my behalf.  The 
content of this invitation email was approved by the urban hospital’s ethics committee.  To 
mitigate any of this additional bias, I was not directly involved with the recruiting process.  At 
the rural NICU, I was placed in touch with a participant via the NICU manager.  I contacted the 
participant, and arranged a time and place to meet that was convenient for the participant.  This 
participant recommended other participants, so the snowball sampling method was used in the 
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rural site only.  The rural social worker recruited 2 additional participants, and the rural 
pediatrician was recruited by suggestion of another pediatrician.   
Due to different stages of ethics approval for the rural and urban NICUs, the rural 
interviews were conducted before the urban interviews.  Three of the rural participants were 
interviewed on November 30th 2015, and the fourth participant was interviewed on December 1st 
2015.  Urban interviews commenced in January 2016.  HCP 5 was interviewed on January 13th, 
HCP 6 on January 16th, and HCP 7 on January 10th. 
Interviewing a multidisciplinary team of health care members in each of the two NICUs 
allowed for comprehensive data related to their views on situations related to Aboriginal child 
apprehension.  It was of particular interest to learn what their views and perceptions were 
towards Aboriginal mothers who were at risk for child apprehension.   
I met with participants in spaces that felt most comfortable and convenient for them.  
Participants were asked where they would like to be interviewed.  The nurses and the social 
worker from the rural site were interviewed inside the hospital in a quiet room at separate times.  
The pediatrician from the rural site was interviewed in a doctor’s office.  The nurses from the 
urban site were interviewed on separate days.  I met some participants at a coffee shop in the 
hospital on a quiet weekend day when I was not working.  The social worker was interviewed 
inside an office on a separate date.  I transcribed the interviews once they were all complete.  The 
six main interview questions that guided a larger open-ended conversation were as follows: 
1) In your opinion, do you think that Indigenous patients that you have come across in the 
NICU are treated better, the same, or worse than other patients? 
2) From your experiences, are Indigenous people being offered health care that is the same, 
or different, from other patients in the NICU?  How is it the same or how is it different? 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              46 
 
3) Can you describe whether you have seen supportive or judgmental attitudes towards 
Aboriginal mothers in the NICU from other health care professionals? What do these 
look like? 
4) What has your experience been like with Aboriginal mothers in the NICU?  What have 
you had to chart or communicate in these situations if anything? 
5) Is there a story about an Aboriginal mother in a NICU ward, (that you were involved with 
or heard about) who was at risk for having her child apprehended?  What do you recall 
about that story? Can you tell me about it? What are your thoughts about the story? 
6) How do you think we might better support Aboriginal mothers in the NICU? 
Various examples in the literature demonstrate the use of semi-structured interviews to 
collect qualitative data (Braaf et al., 2013; Nelson, 2014; Taylor, 2013).  In a qualitative Alberta 
Midlife Women’s Health Study with Aboriginal peoples, the authors used interviews as part of 
their methods and found that interviewees seemed more comfortable with sharing stories which 
allows for emergence of authentic narratives (Meadows et al., 2003).  I thought it would be 
informative to ask health care professionals to share stories of themselves or their colleagues that 
have caused them to worry about ways that Aboriginal mothers were treated.  Another study that 
illustrates the benefits of interviews with key informants includes an article where the influence 
of mothering under duress is examined (Greaves et al., 2004).  These studies generally show that 
open-ended questions delivered in a sensitive manner can be more effective than close-ended 
questions.  I constructed open-ended questions in order to create a flexible and dynamic 
interview process. 
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4.4 Data Analysis Procedures 
 4.4.1 Interview Transcription and Coding 
 I transcribed the interviews and also coded the transcribed interviews manually.  
Although it is ideal to validate transcribed interviews through member checking with 
participants, this was not done for this research because not all qualitative research demands or 
benefits from this process (Buchbinder, 2011).  At the Master’s level, time constraints made this 
step difficult, and a number of participants have moved from their employment places.  The 
primary goal of working with the transcriptions was identifying overlapping themes.  I 
transcribed all the interviews once they were all complete.  Identification of themes was achieved 
through coding which involved me reading the answers of the interviews closely, highlighting 
relevant repeated concepts or words in the answers, classifying these concepts as sub-themes, 
and then categorizing sub-themes into broader themes.  In an article that discusses approaches 
for coding and data analysis in qualitative research, the author explained a code as being “a 
descriptive construct designed by the researcher to capture the primary content or essence of the 
data” (Theron, 2015, p.4).  Coding is ultimately an interpretive activity that contributes to a 
process of analysis which is dependent on the respective researcher (Theron, 2015).  In another 
article about coding qualitative data, the author encourages researchers to combine techniques as 
a means to identify their own specific codes (Blair, 2015).  I conducted the entire thematic 
analysis in three steps.  The first step consisted of me highlighting indicative wording in the raw 
transcripts. The second step consisted of me underlining certain words in the raw transcripts and 
using them as codes.  To illustrate this second step in the process towards theme identification, I 
have included Figure 1 and Figure 2 which contain excerpts of transcribed interviews.  In the 
third step, I extracted the highlighted themes, and grouped them into tables where I pulled sub-
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              48 
 
themes from the sentences.  These sub-themes were placed in table format which allowed me to 
further condense these words into main themes.  This step is illustrated in Table 1. 
 
Figure 1.  Coding and Sub-theme Identification: Codes such as ‘Caucasian’, ‘intimidating’, ‘less 
experience’, ‘less knowledge’, ‘less access’, and ‘different’ pointed to the sub-themes of 
discrimination, intimidation, alienation, and accessibility  
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              49 
 
 
Figure 2. Coding and Sub-theme Analysis: Codes are ‘misunderstanding of how cultures’, ‘other 
cultures’, ‘different’, ‘intimidation’, ‘cultural difference’, ‘miscommunication’, ‘bias’, ‘partial 
judgement’, and ‘misunderstanding of their culture’.  The sub-themes included discrimination, 
cultural differences, bias, and intimidation 
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Table 1. Identifying and Condensing Sub-themes of Intimidation, Power-differentials, and 
Adversity from key excerpts into a main theme of Oppression 
 
Significant Statements Sub-themes Main Theme 
 
“NICU can be more intimidating” (HCP 1, 
Nov. 30, 2015) 
“there might be an intimidation factor”  
(HCP 4, Dec.1, 2015) 
 
“There are power differentials  that exist, 
age gap, culture difference” (HCP 5, Jan. 
16, 2016) 
 
“and there was behavior in the NICU that 
the nurses felt put the baby at very high 
risk…and so it was all documented... 
several phone calls were made to the 
ministry…they didn’t respond in the way 
that the nurses felt they should” (HCP 3, 
Nov.30, 2015) 
 
“mom stayed in NICU. Then MCFD was 
called… baby got removed, no access.  
And they were First Nations” (HCP 3, 
Nov. 30, 2015) 
 
“finally baby was discharged to mom’s 
care… MCFD was obviously involved.  
But she was discharged to like a shelter, 
and the baby ended up back in 2 weeks, 
malnourished…had meningitis… it was 
pretty bad. And I think, what could we 
have done to support mom a little bit 
better?” (HCP 4, Dec.1, 2015) 
“they are flagged for concerns… whether 
its substance abuse, housing concerns… 
umm..it could be any number of things.. 
based on their interaction with their 
doctor.. or with their medical team” (HCP 
5, Jan. 13, 2016) 
Intimidation 
Power differentials 
Adversity 
Oppression 
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4.4.2 Coding Reflective Field Notes 
I applied the same coding approach to my field notes as I did to coding the transcribed 
interviews.  I approached the coding process in three steps.  Firstly I carefully read through the 
reflective field notes and highlighted phrases that seemed significant to my research question and 
the theoretical frameworks that I used.  Secondly, I underlined key words that were significant to 
my research.  Lastly, I focused on various relevant excerpts by placing them in table format, 
identified sub-themes by using relevant codes, and then grouped these sub-themes into main 
themes.  I have provided an example of my coding process in Figure 3 below. 
 
Figure 3. Coding Reflective Field Note Revealed the following key words or codes: ‘different’, 
‘power status’, ‘complex’, ‘stressful’, ‘preferential treatment’, ‘discrimination’, ‘culture’, 
‘paternalistic’, and ‘oppression’ 
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Next, I have provided an illustration of the final step I used during the coding process of 
my reflective field notes.  Excerpts with codes were cut into table format and sub-themes were 
consequently identified and classified into main themes. 
Table 2: Coding process showing how Sub-theme identification led to ‘Oppression’ 
 
Reflective Field Note Excerpts Sub-themes Main Theme 
“I was shocked by the lack of 
empathy” (Personal Reflective Field 
Notes,2015) 
“she was being treated unfairly” 
(Personal Reflective Field 
Notes,2015) 
“How could such paternalism and 
disrespect be an acceptable 
professional approach towards a 
vulnerable mother” (Personal 
Reflective Field Notes,2015) 
“senior staff wanted to deal with this 
family as little as possible” 
(Personal Reflective Field 
Notes,2015) 
“observed a few unsympathetic 
situations related to attitudes of 
health care staff towards Aboriginal 
mothers” (Personal Reflective Field 
Notes,2015) 
“I have experienced various 
processes in the NICU that I have 
personally felt oppressed 
by”(Personal Reflective Field 
Notes,2015) 
“helps me recognize the powerful 
forces that mothers are subjected 
to”(Personal Reflective Field 
Notes,2015) 
“I can draw parallel analogies in 
terms of power differentials that 
exist,”(Personal Reflective Field 
Notes,2015) 
“where I have feelings that may be 
compared to oppression 
experienced” (Personal Reflective 
Field Notes,2015) 
“reminded of their power 
status”(Personal Reflective Field 
Notes,2015) 
“encountering these emotions of 
vulnerability as a trained health 
care professional”(Personal 
Reflective Field Notes, 2015) 
Intimidation 
Power differentials 
Vulnerability 
Indifference 
Unfairness 
 
 
 
Oppression 
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“Aboriginal mothers potentially 
experience in this already complex 
and stressful climate”(Personal 
Reflective Field Notes, 2015) 
“certain staff members are given 
preferential treatment”(Personal 
Reflective Field Notes, 2015) 
“My own experiences of oppression 
as a female health care worker from 
a different culture”(Personal 
Reflective Field Notes,2015) 
 
 
4.5 Dissemination Strategies 
Dissemination of research findings is critical for adopting change and translating findings 
into evidence-based practices (Kerner et al., 2005).  I plan to disseminate my research findings 
by requesting to include my topic in a NICU education day that registered nurses are required to 
attend four times in a year at the urban NICU.  This will provide a means for me to raise 
awareness of important findings among nurses in particular.  The urban manager also mentioned 
that I could report findings to the NICU research team.  I would also like to provide copies of my 
work to social workers and hospital policy makers at both rural and urban NICUs.  Sharing 
information in processes that are already in place would be a logical and effective manner of 
disseminating my research findings and advocating for social justice for Aboriginal mothers.  
Disseminating my research findings will also be a means to raise awareness about and create 
dialogues about topics such as racism in health care.  It is my experience that health care 
professionals will not necessarily see themselves as racist.  I therefore think it is important to 
disseminate information that emphasizes the potential for existing, quiet prejudices and 
unconscious assumptions that might be impacting health care approaches toward Aboriginal 
mothers. 
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In summary, the methods deployed in my research were discussed in this chapter.  The 
overarching method for the research was IE, consisting of reflective field notes, self-reflexivity, 
and semi-structured interviews as key tools.  The recruitment of participants varied in the two 
sites in which the research took place, where the urban site required mass emails to be sent out 
on my behalf, and the rural site benefited from snowball sampling.  The participants had to be 
health care professionals working within NICUs and could speak to care given for Aboriginal 
mothers.  Transcripts were manually coded, and examples of coding strategies were provided in 
this chapter.  The next chapter provides a discussion of the findings and themes that emerged 
during analysis of transcripts and reflective field notes.  
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Chapter Five: Findings and Discussion 
 
This chapter provides findings from this qualitative institutional ethnographic inquiry, an 
inquiry that involved interviews and critical self-reflection on field notes.  The findings presented 
include excerpts of transcribed interviews, reflective field notes, and descriptions of processes 
and conversations surrounding a small number of policy documents that participants suggested I 
engage or that my field notes demanded I do.  I provide thematic analyses of personal field notes 
and interviews, link themes present in my data sets, discuss the processes and struggles 
encountered during policy consideration, and make connections between my findings and the 
background for this research project.  Broad recommendations for improved health care and 
supports for Aboriginal mothers are provided. Overall, in both the rural and urban NICUs, I 
received detailed and informative responses to the questions that I asked during interviews.  
Indeed, some answers were comparable between the two NICUs and, upon reflection and 
analysis, there were no major or jarringly conflicting differences. Once I analyzed and collated 
all the raw data, including participant interview data and reflections upon my field notes, six 
broad themes emerged: 
1) ‘Barriers’ 
2) ‘Policy confusion’ 
3) ‘Judgement’ 
4) ‘Support/Empowerment’ 
5) ‘Oppression’ 
6) ‘Racism’  
To reach these themes, as detailed in the methods chapter, I approached the transcripts 
and my field notes in an ‘inductive’ way, letting themes organically emerge from close readings 
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which strongly aggregated the raw data.  I worked over a number of days approaching the texts 
as a new story each time I read the responses.  My coding process then allowed for broad sub-
themes to emerge which later distilled into main themes.  Detailed examples of these sub-themes 
are attached in tables in the appendix of this thesis.  Identifying significant excerpts was the first 
step of the interview coding process.  The second step led to sub-themes (demonstrated in the 
methods section), and the third step lead to the arrival of main themes.  In order to give a glimpse 
into some of the most salient interview responses that I analyzed during my interview coding 
process, I have provided key excerpts that were most illustrative of a theme.  I have also 
provided a mix of answers from both rural and urban answers in order to enrich the context of 
this research.  For the rest of this chapter, then, I will detail and discuss the six major themes that 
became apparent from my inductive reflective analysis of the data. 
5.1) Barriers  
 
‘Barriers in health care’ is a theme identified during both interviews and reflective field 
notes.  There are numerous points in the health care system where Aboriginal mothers encounter 
barriers to optimal (or sometimes any) health care.  During interviews, participants provided 
various examples of barriers that Aboriginal mothers encounter.  Many Aboriginal mothers 
experience problems with accessing prenatal care due to geographic location, transport, or 
income. Health care charts may at times consequently only disclose partial information such as 
“limited or no prenatal care”.  When I asked participants about how Aboriginal mothers could be 
better supported in the NICU, one health care provider stated “during the [Aboriginal] mom’s 
antenatal care… they are flagged for concerns…” (HCP 5, Jan 13, 2016).  Another health care 
provider echoed that “charts will say ‘limited or no prenatal care” (HCP 1, Nov. 30, 2015).  
These health care providers explained that information like this in the charts create a milieu that 
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fosters concern from healthcare staff since there is often no context provided in those comments.  
This is problematic because Aboriginal mothers with infants in the NICU are usually unaware of 
the extent of information that nurses can access regarding their prenatal care, and are 
consequently not cued to provide more information about their prenatal experiences.  
Information in the infant’s medical record is often provided without acknowledgement of the 
impact of health care determinants and the barriers that Aboriginal mothers are challenged with 
in the health care system.  Information indicating that minimal or no prenatal care was obtained, 
often leads to Aboriginal mothers being marginalized.  The reality might be that these mothers 
may have done everything they could to access prenatal care, but the health care system was 
unable to provide them with accessible support.  One health care provider said that “[the 
Aboriginal mother] will say she has tried to book an appointment at the clinic and see GP’s, but 
hasn’t been able to get in…” (HCP 1, Nov. 30, 2015).  This process often leads to unfair 
stigmatization and judgment toward some mothers who were not able to provide their child with 
necessary prenatal care.  For health care providers in the NICU, this may then impact 
interactions with Aboriginal mothers and contribute to racism and prejudices.  The idea of 
minimal to no prenatal care certainly does not align with social constructions and perceptions of 
motherhood, and likely fosters further discrimination.  The lack of providing more 
comprehensive background information in a chart constitutes a barrier to equal understanding an 
Indigenous mother. 
Another health care provider stated “… [Aboriginal mothers] are limited by their 
geographic location, their transportation, their income” and explained that “there are big gaps 
there for sure” (HCP 1, Nov. 30, 2015).  In an article about Aboriginal mothers’ experiences 
with accessing health care, it was found that “Aboriginal women experienced discriminatory 
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attitudes, and a lack of culturally relevant services or understanding by health care professionals 
of their personal circumstances and historical backdrop” (Van Herk et al., 2011, p.58).  There is 
thus evidence of countless barriers that Aboriginal mothers face prior to giving birth, as well as 
during the hospitalization period of their infant in the NICU.   
Another barrier that became apparent during interviews was an inability to access 
resources such as breast pump machines that are supposedly available for Aboriginal mothers.  A 
concern that was communicated during an interview included the challenge to gain access to 
specific Aboriginal funding agencies for Aboriginal mothers.  This health care provider 
explained  existing resources  are difficult to mobilize, stating  “… we could have better 
communication with the Aboriginal funding agencies… if you are trying to get equipment…so 
you know there are benefits, but you don’t know how to get them going!” (HCP 2, Nov. 30, 
2015).  Accessing resources such as funding for discharge needs on behalf of Aboriginal mothers 
has been a challenge for some health care providers.  This may disable the process of achieving 
optimal care and support for Aboriginal mothers with infants in the NICU.   
The issue of barriers is a theme that also surfaced in my personal reflective field notes.  
As a NICU nurse, I recognized my own role in creating barriers for an Aboriginal mother during 
my shifts.  As a health care professional in a position of power in the NICU, I believe it is very 
easy to either enable access and care for the baby, or disable them entirely.  I have come to 
recognize that a more flexible approach is a way of empowering mothers in the NICU.  
The following is an example from my field notes that demonstrates the theme of 
‘barriers’ in health care:  
“I should not have taken offense to her anger.  Instead, I should have had more 
compassion on her and recognized that she is struggling with multiple issues of which 
substance abuse might merely be a symptom or coping skill for her.  I should have found 
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ways to minimize existing barriers.  This mother has no choice but to come to the NICU if 
she is to see her baby.  I should be someone that she can trust.  Instead, I sensed complete 
distrust from her” (Personal Reflective Field Notes, February 2015).  
 
It is indeed very challenging for me to include examples such as this from my personal 
field notes in this document.  I too have been guilty for not adequately and appropriately 
supporting Aboriginal mothers at all times during the hospitalization of their infant in the NICU.  
A lack of support would understandably translate into a greater feeling of vulnerability in 
Aboriginal mothers.  Researchers found that Aboriginal mothers who attempted to access health 
care, often felt vulnerable and unsafe when reaching for help with their role as mothers (Van 
Herk et al., 2011).  Some Aboriginal mothers may be scared by being labeled as “bad mothers” 
(Van Herk et al., 2011).  It is therefore foreseeable that an Aboriginal mother’s interactions in 
the NICU might not only be affected by her situation, but also her fears of the perceptions that 
nurses or other health care providers might hold or develop towards her.  I think that the issue of 
fear and distrust between Aboriginal mothers and the health care system is an enormous barrier 
for optimal care, and health care providers can potentially alleviate some of the distrust by 
applying a capacity-building lens and focussing on Aboriginal mothers’ strengths.  I am hoping 
that this information will help other NICU nurses and health care staff to reflect on and recognize 
their abilities to either empower or disempower Aboriginal mothers.  In the next field note, 
another example demonstrates the theme of ‘barriers’: 
“I could feel that my energy and will-power was being depleted by most of the 
interactions I was having with this mother.  When she walked into the unit for the third 
time on my second last shift, I had simply asked her if she could come earlier next time 
since so that the feed would not be late for her baby.  She suddenly started to yell at me, 
and left the unit in a terribly volatile manner.  I am ashamed to say that I felt relieved on 
some level when this happened, because I now had a concrete reason to establish more 
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boundaries… but I would also be creating more barriers” (Personal Reflective Field 
Notes, February 2015). 
 
Often times in the NICU, I have felt mentally and emotionally exhausted because of 
various work-related factors including shortage of nurses.  I feel that the health care system 
should find ways to ensure that nurses and health care staff are able to provide the support and 
empowerment that Aboriginal mothers in the NICU require.  A problem such as burnout 
syndrome (BOS) should therefore be prevented by ensuring that NICUs are adequately staffed at 
all times.   
I have provided another example from my field notes that demonstrates a reflective and 
purposeful approach to breaking down barriers with an Aboriginal mother:  
“I had mentally prepared myself to approach this mother differently from the first shift I 
had with her yesterday.  I had a conversation with my husband after my first shift with the 
Aboriginal mother, and this conversation with my husband helped me to deeply reflect on 
my role and responsibility in the NICU.  The Aboriginal mother’s anger was not any 
different, but I was able to maintain a calm approach despite what she was experiencing.  
I am learning what I believe to be a very valuable lesson for myself as I embark on my 
research journey.  I decided to act in a supportive manner regardless of what challenges 
might arise in my shift.  I decided to do this, because I am in a position to empower 
families.  I am privileged on a socio-economic status level, I am fortunate enough to be 
educated, I have supportive families and systems that I feel comfortable accessing, and I 
have developed healthy coping skills to deal with challenges that surface.  I feel that it is 
my responsibility to recognize my position, be aware of my own potential for feelings of 
offense, and purposefully act in a way that provides support and advocacy for Aboriginal 
mothers who are dealing with multiple complicated issues and systemic injustices” 
(Personal Reflective Field Notes, February 2015). 
I wanted to include this excerpt from my field notes to illustrate how the process of 
reflexivity has helped me to grow in my knowledge about processes that impact Aboriginal 
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mothers in the NICU.  I believe that the process of self-reflexivity might also be a means of 
recognizing and minimizing barriers that Aboriginal mothers encounter in the health care system.  
Another contentious process that creates profound barriers for Aboriginal mothers is the 
child apprehension process.  I would like to clarify that I recognize that there are times where 
this practice and decision is warranted regardless of race or SES, but I believe that there needs to 
be evidence that all resources and support systems had to have been mobilized, accessed, and 
exhausted when it applies to an Aboriginal woman.  Although there are support systems and 
resources available for Aboriginal mothers, they do not always receive the supports they need in 
their communities.  This is discussed in more detail in the ‘support/empowerment’ section.   
5.2) Policy Confusion 
 
A goal of this research included understanding policy processes guiding child 
apprehension in NICUs.  This was to occur through interviews with key stakeholders and 
examination of policy documents.  While undertaking this project, I found it fairly challenging to 
access these relevant policy documents.  Pursuit of these documents suggests it would be very 
challenging for a potentially concerned family member to simply search on the internet, or send 
an email request, in order to easily access policies pertaining to children, families, and 
apprehension.  I also encountered barriers related to staff being busy and overworked when I 
contacted the rural NICU regarding policy documents.  One of the daunting parallels in this 
process is that a system with overworked individuals in the past contributed to abuse in 
residential schools.  In a book that discusses the appalling conditions that Aboriginal children 
were subjected to during the residential schooling system period, the author writes that “the 
pressure that principals worked under to secure adequate funds meant that there was a tendency 
to be less than careful about the condition of the children they brought into the school… Such 
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recruiting, coupled with the high death rates at the schools, made the job of the principals even 
more difficult” (Milloy, 1999, p.88).  As discussed in the literature review chapter, it is possible 
that health care staff might be overloaded with work, suffering from burnout, and therefore less 
able to assist with requests such as this one.  The combination of restraints on policy access for 
both rural and urban NICUs and the workloads of health care staff, made the process of policy 
consideration challenging.  This in turn offers some insights into the challenging climate a family 
or patient might fall into.  Indeed, a marginalized person might find understanding or accessing 
policies that impact their lives almost impossible to access or challenge.   
One particular concern with the policy documents retrieved was that the documents were 
not NICU specific, but organization specific.  The Urban NICU seemed to rely on documents 
that were created for the Urban hospital, and the rural NICU used documents that guided staff 
actions once the decision was already made for the child to be apprehended. 
There may exist an element of subjectivity in conclusions, documentation and 
consequently, decision-making processes that impact child apprehension in NICUs.  Indeed, my 
conclusion was born out of the words of a participant who stated “social work is extremely 
subjective. At least the documentation could back up which way things should go” (HCP 6, Jan. 
16, 2016). 
 During other interviews, particular reference was made both to MCFD plans for 
Aboriginal mothers upon discharge of the infant and to documentation processes that occur in the 
NICU.  A few participants thought MCFD plans did not always suit the needs of Aboriginal 
mothers.  Others noted that the plans might in some ways predispose the mother for failure when 
it came to caring for her newborn infant.  An example given by a rural health care provider 
involved an Aboriginal mom’s discharge to a shelter.  The mother was well supported by the 
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father of the infant, but the father was not allowed to go to the shelter since it was a women’s 
shelter (HCP 3, Nov.30, 2015).  A situation precluding support by the mother’s partner during a 
stressful time may not provide optimal support needed by the mother to keep her baby.  This 
opens a question as to why MCFD would set up a plan that may put the mother and the child at 
risk for separation.  Another health care provider provided a similar example involving the 
discharge of an Aboriginal mother to a shelter.  This health care provider said that “MCFD was 
obviously involved, but she was discharged to like… a shelter, and the baby ended up back in 2 
weeks, malnourished… had meningitis… it was pretty bad.  And [I thought], what could we have 
done to support mom a little bit better?  Making sure she was in a proper home… and not 
discharging baby to like… a shelter…” (HCP 4, Dec.1, 2015).  The words of these participants 
suggest it may be more appropriate to have proper housing supports in place for Aboriginal 
mothers and newborn babies who are either homeless or living in an isolated area upon discharge 
from the NICU.  Any new mother being discharged with a new baby needs to adapt and 
transition into their role as parent for their new child.  How might a mother who has no home, no 
physical place to call her own, who has multiple social structures and systems that discriminate 
against her, and who is also at risk for post-partum depression be able to fully cope with a 
newborn infant in a shelter?  
 These broader themes around policy confusion open questions about understanding of 
health care staff regarding the apprehension process and the documentation processes that impact 
the apprehension process.  Indeed, another theme that emerged during thematic analysis of 
participants narratives was ‘poor documentation’, something that links directly with the ways 
that various policies and implementation or interpretation of those policies unfolds.  During an 
interview, a participant said  
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“There is a communication form: that documentation can make or break the 
apprehension.  I think it doesn’t get filled out half the time, or partially filled out.  That’s 
the court documentation that they look at.  In jobs prior to this, it was emphasized not to 
put your spin on it if you do write in those notes- it’s all very factual- use quotes, good or 
bad.  But we don’t do that. In our [education] days they could show us and say ok guys, 
this is how you do this.  We are not trained.  It is just omitted.  So it’s sad, because for 
some families that documentation could be very very helpful, or for those who don’t 
deserve another chance” (HCP 6, Jan.16, 2016).   
 
The comments pertaining to documentation processes are troublesome.  It suggests that 
there is a gap in understanding by staff, or an indifference towards the mothers’ situations.  It 
also suggests that the records impacting the way policy processes are carried out is deeply 
flawed, opening the policies themselves for potential scrutiny.  It is crucial that health care 
providers recognize the importance of these legal documents, but my research suggests many 
people do not know how to write factually in these sections.  Another health care provider noted 
that “[MCFD] rely on our reports, nursing reports, and family interactions” (HCP 5, Jan. 13, 
2016).  Participants do understand that the legal documentation process is important, but they 
note there are gaps in documentation processes that may be impacting the plans made by MCFD 
social workers.   Another aspect of ‘policy confusion’ that surfaced during thematic analysis was 
‘problematic processes’.  Interviewees made the following comments regarding processes 
relating to the child apprehension process:   
“MCFD doesn’t disclose the information to us. Sometimes babies get apprehended in 
families with no apparent risk factors. Other times there are lots of risk factors and the 
baby goes home.” (HCP 3, Nov. 30, 2015).   
 
Another health care provider said that “we are hugely lacking in communication” (HCP 6, Jan. 
16, 2016). 
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These statements are troubling, suggesting a need for further inquiry and consideration.  
A process involving the removal of a vulnerable Aboriginal woman’s child, guided by MCFD 
policy, needs to be anchored in reliable and accessible support systems, processes that mobilize 
and exhaust all resources available for a mother, and prioritizes the well-being of both the mother 
and the child.  Granted, there might be social circumstances that NICUs are not aware of, but I 
have often felt that decisions seemed incongruent with how well Aboriginal mothers were 
functioning in the NICU.  Another interviewee explained:  
 “The caseloads of the social workers outside the hospital are very, very heavy. They 
don’t have enough hours in the day… don’t have time for these women, so they need this 
documentation. And they are already dealing with their own biases. Social work is 
extremely subjective” (HCP 6, Jan 16.2016).   
 
 Ultimately what my research suggests is that it is vital to question processes, policies, 
and decisions that are made about child apprehension in the NICU. The combination of 
overworked staff, a lack of training in these essential documentation processes, overburdened 
social workers, depersonalization, and fragmented documentation processes may contribute to 
higher apprehension rates of children born to Aboriginal mothers.  My personal observation of a 
lack of empathy from staff towards Aboriginal mothers is another indicator of how critical it is 
that apprehension processes are scrutinized.  In my personal field notes I reflected on a lack of 
empathy that sometimes arises in the NICU.  I need to emphasize that this is not an issue that 
always occurs, but I recognize that I have suffered from this at times due to heavy workloads, 
staff shortages, and high levels of exhaustion.       
“I have wondered many times: where do the empathy of nurses go when we provide care 
to tiny, vulnerable infants in the NICU? Sometimes I sense that many of us demonstrated 
more compassion at the beginning of our careers… but over time, the feeling of 
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exhaustion, stress, and being overworked may start to chip away at our ability to 
communicate empathically”. 
 (Personal Reflective Field Notes, March 2015) 
 
I need to clarify that a lack of empathy or indifference is a theme that I have encountered 
in many different ways while working in the NICU.  Often it is subtle, noticeable in tone of 
voice, body language, and manifests in horizontal bullying.  I have sensed depersonalization 
from staff towards patients and one another, and this may very well be a symptom of the burnout 
syndrome as described earlier. There are thus multiple complex factors that are contributing to 
the theme of ‘policy confusion’ in this research study.   
One of the notable problems that was illuminated in my research included the role of 
subjectivity in decision-making processes impacting child apprehension.  The second issue was a 
lack of transparency in these processes where I as nurse have often not felt well-informed about 
the rationales for various decisions made.  The next issue that was identified was a lack of proper 
training for nurses or at the very least the need for more emphasis in documentation processes for 
at-risk mothers.  Another problem identified included overworked nurses and social workers.  
The last issue comprised of overall poor communication about or during these child 
apprehension processes.  
5.3) Judgement 
 
 The presence of prejudice among health care professionals was reflected in answers 
provided during interviews, as well as my personal reflective field notes.  During interviews, 
health care providers expressed views that revealed concepts such as ‘bias’, ‘prejudice’, and 
‘discrimination’.  Interviewees pointed to their observations of bias and judgement against 
Aboriginal mothers from other colleagues.  When I asked the question ‘can you describe whether 
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you have seen supportive or judgmental attitudes towards Aboriginal mothers in the NICU from 
other health care professionals?’, a number of answers contained the theme of ‘judgement’ 
among nurses.  One participant said “I have seen some judgemental behaviour” (HCP 5, Jan. 13, 
2016), and another participant stated that there were “some nurses who may be judgmental 
depending on the situation” (HCP 7, Jan. 30, 2016).  A third participant also pointed to “all the 
judgement from the nurses…” (HCP 3, Nov. 30, 2015). 
 These answers expose a broad theme of ‘judgment’ that nurses noticed about their 
colleagues in NICUs.  This is problematic because negative judgmental perspectives can 
deleteriously influence the way that nurses treat Aboriginal mothers in NICUs as well as impact 
important decisions pertaining to child apprehension in NICUs.  The influence of judgment on 
decisions is evidenced by statements from a few participants.  One participant said “there may be 
some judgments that are impacting decisions made” (HCP 5, Jan. 13, 2016).  Another participant 
stated “some of these situations the social situation can be challenging… that does lead to some 
sort of judgement…” (HCP 1, Nov. 30, 2015).   
Research has revealed that perceived negative judgement by Aboriginal mothers may 
deter them from accessing mainstream health care services (Denison et al., 2013).  Many 
Aboriginal mothers who feel judged want to minimize their interactions with mainstream health 
care systems because of their fear of child apprehension (Denison et al., 2013).  I also need to 
clarify that throughout this research, I understood the word ‘judgement’ as being negative, and 
not positive.  It is possible to judge someone positively, but in my research, I was grappling with 
situations in which a negative type of judgement factored into child apprehension decisions.  
 
The presence of biases from health care providers towards Aboriginal mothers was 
uncovered during interviews.  One health care provider disclosed that “there is bias towards 
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Aboriginal moms if there is a sense that they are not providing enough care for their baby” 
(HCP 4, Dec. 1, 2015).  This particular health care provider also acknowledged that “it’s a bias 
for us to think that all of [the Aboriginal mothers] drink and smoke…” (HCP 4, Dec. 1, 2015).  
This specific bias is problematic because it is an indicator that stereotyping occurs towards 
Aboriginal mothers.  Applying a stereotype of an alcoholic to a mother in the NICU is not an 
image that meets criteria of a ‘good mother’ under the ‘social construction of motherhood’ view.  
This view of the ‘perfect mother’ commonly held by Western culture demands that mothers 
exude happiness, attain domestic perfection, and manage a flawless household (Brown, 2006; 
Conrad & Baker, 2010).  In order to detach this stereotype about Aboriginal mothers abusing 
alcohol, it is imperative that an awareness of bias and suppositions about the ‘ideal mother’ are 
recognized, acknowledged, and interrogated.   
The presence of discrimination in a NICU was corroborated in a statement by a health 
care provider who said “[Aboriginal mothers] are treated differently” (HCP 6, Jan 16, 2016).  
The concept of discrimination was also reflected in my personal reflective field notes.  In one of 
my reflective field notes I reflected the following: 
 “I wonder how much of the decision making might actually be based on discrimination 
due to culture, background, or paternalistic ideals” (Personal Field Notes, February 
2015).  
 
 The combination of the views of other health care providers as well as my own personal 
views and experiences in NICUs, suggest that there are indeed times that bias and discrimination 
occurs when Aboriginal infants are hospitalized.   
 There were additional concepts related to the theme of judgement that emerged during 
thematic analysis of my personal reflective field notes.  These concepts included ‘ignorance’ and 
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‘assumptions’, and appeared in my reflective field notes both in 2014 and 2015.  In 2014 I 
recalled a colleague saying “there is no excuse to be addicted to substances in a country like 
Canada” (Personal Field Notes, February 2014).  In 2015 I wrote,  
“The birth of this young Aboriginal couple’s infant was not accidental.  I realized that 
various assumptions were being made regarding their ability to parent, and that there 
was no real evidence of this couple being ‘bad’ parents.  I quickly recognized that I 
needed to continue to build on their abilities to be great parents, and not question why 
they wanted to have a baby at such young ages” (Personal Field Notes, January 2015). 
 
Making assumptions about someone’s parenting skills or coping skills, is not a capacity 
building approach, but instead fosters criticism towards Aboriginal mothers and inevitably raises 
their risk for experiencing judgement in the NICU setting.   
The persistence of judgement in the health care system is supported by numerous other 
studies (Browne, 2007; Browne et al., 2010; Greaves and Poole, 2004).  In an ethnographic study 
that involved interviewing Aboriginal patients accessing care at an emergency department, 
authors found that Aboriginal patients felt judged by health care providers based on their identity 
and poor SES (Browne et al., 2010).  The issue of prejudice among health care providers is also 
supported in this study.  During interviews from my study, multiple responses from different 
health care disciplines emphasized that judgement, bias, and discrimination from nurses and 
allied health do exist toward certain Aboriginal families, depending on the specific situations and 
reasons for admission of their infants in the NICU.  Some interviewees also indicated that bias 
may not only be limited to Aboriginal mothers, but also towards non-Aboriginal mothers who 
struggle with substance abuse.  This may be attributed to idealistic expectations, social 
constructions of motherhood, and romanticized notions of what motherhood should look like in a 
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Euro-centric western society (Browne, 2006).  As a registered nurse in the NICU, I have 
certainly witnessed prejudices towards both Aboriginal and non-Aboriginal mothers who 
struggle with substance abuse.   
As described in my reflective journal notes, I have personally observed judgmental 
attitudes towards Aboriginal families in NICUs.  I feel that more education should be provided 
for health care staff regarding the impact of our actions on resilient, yet also vulnerable groups of 
women in NICUs.  It is important to inform health care staff that perceived judgment toward 
Aboriginal mothers is not only a form of oppression, but this may also led to Aboriginal mothers 
avoiding accessing mainstream health care systems in the future.    
5.4) Support and Empowerment 
 
 During interviews and in my reflective field notes, the theme ‘support and empowerment’ 
surfaced.  Interviewees emphasized the need for more adequate supports for Aboriginal mothers 
in the communities where they live.  Issues such as safety, housing, social supports, and access to 
community resources were emphasized, all of which aggregated into a theme of ‘support and 
empowerment’.  The concepts that emerged during thematic analysis of interviews included 
‘Need for Housing’, ‘Need for Safety’, ‘Need for Community Supports’, ‘Need to empower 
Aboriginal women outside of NICU’, and ‘Supports available for Aboriginal mothers’.  An 
urban health care provider stated that “we need to work with [Aboriginal mothers] in a better 
capacity out in the community” (HCP 5, Jan.13, 2016).  A rural health care provider made a 
similar statement saying that “the difference is the communities… whether [Aboriginal mothers] 
have supports” (HCP 3, Nov.30, 2015).  It therefore became apparent that accessing supports in 
the communities where they are from is a problem for some Aboriginal mothers.  It may well be 
that there may be other limiting factors that include transportation, or even a lack of knowledge 
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about resources.  One rural health care provider, for instance, emphasized the importance of 
“empower[ing] Aboriginal women outside of the NICU” (HCP 4, Dec.1, 2015).  I agree with this 
notion, and I think that finding ways to facilitate access to culturally appropriate resources and 
support would empower Aboriginal mothers prior to their admission to a hospital away from 
their communities.  It also seems like more efforts might be required to spread knowledge about 
available resources for Aboriginal mothers in rural communities and this may be something 
NICU staff might consider in practice.  Simply having the existence of resources for Aboriginal 
mothers is not sufficient on its own.  Ensuring that Aboriginal mothers have knowledge about 
their resources, feel culturally safe within the health care system, and have access to supports, are 
essential aspects for optimizing supports and empowering Aboriginal mothers.  One participant 
provided an example that demonstrated a severe lack of support for an Aboriginal mother while 
her infant was in the NICU, stating that “[the Aboriginal mother] wanted to talk to our 
Aboriginal liaison … and the Liaison went into the room, came out and said ‘ministry alert, I’m 
not involved at all’ … [the Liaison] didn’t want to help” (HCP 3, Nov. 30, 2015).  This response 
seems very inappropriate, disempowering, unsupportive, and shocking to me.  I was under the 
impression that Aboriginal liaisons were recruited for their very specialized, unique, and crucial 
role in relation to Aboriginal families.  Evidence of these scenarios suggest that Aboriginal 
mothers are still in dire need of advocacy and much needed support in the NICU, as well as the 
community.  This specific example of an Aboriginal liaison failing to support an Aboriginal 
mother while in the NICU might further deter this mother and other Aboriginal mothers like her 
from accessing resources in the communities where they are from.   
Some supports are in place for Aboriginal mothers, which led to the sub-theme of 
‘supports available for Aboriginal mothers’.  One health care provider explained that some work 
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was being done on housing within Northern Health, but that transposing this into the community 
where a mother may be from, outside Prince George, posed potential challenges (HCP 4, Dec.1, 
2015).  Providing housing for Aboriginal mothers outside of their communities when they have 
their infants in the NICU definitely seems more suitable to than sending mothers to a shelter with 
their newborn infant upon discharge.  One health care provider gave an example of an Aboriginal 
mother being discharged to a shelter, only to have her baby acquire meningitis while in the 
shelter (HCP 4, Dec. 1, 2015).  Not only does the idea of implementing more suitable housing 
conditions for Aboriginal mothers provide mothers with support, it might prevent infant deaths.  
Simply flagging a child for apprehension may do little for the child’s overall safety.  Other 
interviewees in the urban setting talked about the support that Aboriginal Liaisons give to 
Aboriginal mothers and families in the urban NICU, the arrangement and accommodation made 
for Elders in the unit, and also said Aboriginal mothers had opportunities to receive funding 
through their bands (HCP 5, Jan. 13, 2016; HCP 6, Jan. 16, 2016).  There were related 
components to the theme of ‘support and empowerment’ that emerged during analysis of my 
personal reflective field notes.   These components included ‘Encountering Anxiety in 
Aboriginal Mothers’, ‘Empowering Aboriginal mothers inside NICU’, and ‘Need for Flexibility 
and Collaboration’ (see Appendix).  I have observed various scenarios in the NICU pertaining to 
Aboriginal mothers feeling anxious and scared in the NICU.  In my reflective field notes I wrote 
 “[the Aboriginal mother] suddenly started to yell at me, and left the unit in a terribly volatile 
manner” (Personal Reflective Field Notes, 2014).  I saw behaviours such as this being a sign of 
significant anxiety and frustration.  I have often been informed during reports with other nurses 
when a particular mother was ‘anxious’.  I think that any mother with their baby in the NICU 
would experience some degree of anxiety, but I feel that Aboriginal mothers who are 
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marginalized and negatively judged would understandably experience higher levels of anxiety.  I 
feel that we as nurses and health care professionals may not always be as empathetic towards 
Aboriginal mothers as we ought to be.  I have noticed from my own practice in the NICU that 
being flexible is significantly more conducive to a positive and collaborative climate for 
Aboriginal mothers.  For instance, I reflected in my field notes about an encounter with an 
Aboriginal mother that required me to have a more reflective and supportive approach than I was 
using during my initial introduction to her.  I have provided an excerpt of my reflective field 
notes of this reflection and have divided into two parts.  Part I relays regret about my first 
encounter with a particular Aboriginal mother, and Part II, after being self-reflexive, 
demonstrates recognition and change in my own practice in order to optimize support for this 
mother.  
Part I) Upon reflecting on my most recent shift, I recognized that I made the mistake of 
solely focussing on her behaviour that I defined as being rude.  I took offense instead of 
taking a step back and applying broader perspectives to her situation.  I could have made 
a great deal more effort to find out what was keeping this mother from being on time for 
the baby’s feeding times.  What were her current barriers in the hospital?  Was it trust?  
Was it fear?  Was she feeling depressed?  Could she be experiencing post-partum 
depression as many other women do after giving birth?  I could have asked her how she 
would have liked to plan the day.  I could have been more flexible in my expectations for 
what our interactions should have looked like.  I should not have taken offense to her 
anger.  Instead, I should have had more compassion on her and recognized that she is 
struggling with multiple issues of which substance abuse might merely be a symptom or 
coping skill for her.  I should have found ways to minimize existing barriers.  This mother 
has no choice but to come to the NICU if she is to see her baby.  I should be someone that 
she can trust.  Instead, I sensed complete distrust from her.  I should have realized that I 
still needed to earn her trust.  That will be my goal for my final shift with her: breaking 
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down barriers, being more flexible, and providing her with much needed support 
(Personal Reflective Field Notes, January 2015).   
Part II) I had a conversation with my husband after my first shift with the Aboriginal 
mother yesterday, and this conversation with my husband helped me to deeply reflect on 
my role and responsibility in the NICU.  The Aboriginal mother’s anger was not any 
different, but I was able to maintain a calm approach despite what she was experiencing.  
I am learning what I believe to be a very valuable lesson for myself as I embark on my 
research journey.  I decided to act in a supportive manner regardless of what challenges 
might arise in my shift.  I decided to do this, because I am in a position to empower 
families.  I am privileged on a socio-economic status level, I am fortunate enough to be 
educated, I have supportive families and systems that I feel comfortable accessing, and I 
have developed healthy coping skills to deal with challenges that surface.  I feel that it is 
my responsibility to recognize my position, be aware of my own potential for feelings of 
offense, and purposefully act in a way that provides support and advocacy for Aboriginal 
mothers who are dealing with multiple complicated issues and systemic injustices.  I do 
not want to exacerbate the complexities that someone like this particular mother is 
facing.  I want to be part of the way forward for this mother, and find ways to collaborate 
with her.  My approaches differed from yesterday in the following ways: 
1) I introduced myself 
2) I congratulated her on her baby 
3) I asked the mother what her plans for the day were  
4) I believed her when she said she would try to be there for a feed 
5) I believed her when she said she was sorry 
6) I did not get upset when she was late for a feed 
7) I did not take offense when she got upset for no apparent reason 
8) I applied a post-colonial perspective throughout my shift 
9) I did not look or wait for her to make errors 
10) I commented on what she was doing well during feeds 
11) I empowered her in every way I could while she was doing the baby’s cares 
 (Personal Reflective Field notes, January 2015).  
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              75 
 
The concept of collaboration, demonstrating empathy, and building trust with Aboriginal 
mothers are important aspects of providing culturally safe care (Di Lallo, 2014).  In another 
research study involving nurses in a level 3 NICU, researchers concluded that training in 
communication skills enhanced the ability of NICU nurses to practice empathy during their shifts 
in the NICU (Bry et al, 2016).  In addition to improving empathy and provide culturally sensitive 
care for Aboriginal mothers, broadening the understanding of staff regarding the historic and 
present oppressive background of Aboriginal mothers is crucial.  In an article that discusses an 
Aboriginal Prenatal Wellness Program (APWP) as a culturally safe approach in prenatal care, the 
author states “it’s imperative that any health care provider working with an Aboriginal 
population understand the effects of the schools on the population and promote effective 
strategies for cultural safety” (Di Lallo, 2014, p.41).  Incorporating capacity-building programs 
in prenatal and postnatal settings has been shown to be a productive way of addressing health 
concerns for Aboriginal women (Doxtator & Big-Canoe, 2015).  For instance, researchers 
developed a community-based ‘Nutrition and Exercise Lifestyle Intervention Program’ (NELIP) 
for pregnant and postpartum Aboriginal women and demonstrated the efficacy of including 
Aboriginal communities and participation when addressing healthcare issues (Doxtator & Big-
Canoe, 2015).  There is thus evidence from the literature that corroborates the need to prioritize a 
culturally safe care for Aboriginal mothers in NICUs.  
5.5) Oppression 
One of the main themes identified through manual coding of interviews and reflective 
field notes was the presence of multi-layered systemic oppression in NICUs in both areas of the 
the province where I conducted research.  Oppression is a theme that exists among nurses and 
between nurses and patients.  Aspects of oppression that emerged from interviews and personal 
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reflective field notes were ‘intimidation’, ‘power differentials’, ‘adversity’, ‘vulnerability’, 
‘indifference’, and ‘unfairness’.  Again, these specific traits were aggregated into the larger 
theme of “oppression”.  For instance, while on the one hand thinking that Indigenous and non-
Indigenous mothers got ‘equal’ treatment, there appeared to be suggestions that some attitudes of 
oppression did manifest – and that sometimes a ‘victim blaming’ mentality might be at play. 
Early in the interview process, one of the participants stated:  
“I think that clinically they do get the same treatment as non-Indigenous patients…I think 
that moms that come into the NICU, especially moms from rural situations, have 
sometimes different expectations of the NICU, different interpretations of what the NICU 
stay is going to be like [as opposed to] a Caucasian white family in Prince George, so I 
think that that’s where some of the differences come into play” (HCP 1, November 30, 
2015). 
Oppression manifests in multiple and overlapping ways.  These expressions of oppression exist 
at a horizontal level among nurses, and at a health care level where Aboriginal mothers and their 
infants are affected.  An aspect of ‘intimidation’ was identified when one of the participants 
stated “NICU can be more intimidating” (HCP 1, Nov. 30, 2015).  Another participant said 
“there might be an intimidation factor” (HCP 4, Dec.1, 2015).  In my reflective field notes I 
pondered the question “how could intimidation and disrespect be acceptable behavior of a 
[health care professional] towards a vulnerable [Aboriginal] mother” (Personal Reflective Field 
Notes, 2015).  Intimidation is a component of oppression that manifests horizontally between 
nurses and vertically between nurses and patients which affects the type of health care provided.  
In a literature review about oppression and intimidation experienced by new graduate nurses in 
acute care settings, the authors found that nurses expressed “frustration and a sense of 
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demoralization as a direct result of the dissonance they experience between their perception[s] of 
nursing” (Duchscher & Myrrick, 2008, p.196).  These authors also wrote that nursing was being 
described as a “prescriptive and intellectually oppressive practice environment that impedes the 
delivery of quality nursing care” (Duchscher & Myrrick, 2008, p.196).  The concept of 
‘intimidation’, which is closely connected to oppression, is a prevalent on many levels in NICUs.  
I have observed how this comes into play between nurses and physicians.  In my reflective field 
notes I wrote “I encounter[ed] these emotions of vulnerability as a trained health care 
professional” (Personal Reflective Field Notes, 2015).  I can thus validate as a NICU trained 
Registered Nurse that the NICU can be an intimidating climate on a professional level.  I cannot 
imagine how intimidated Aboriginal mothers might feel who struggle with substance abuse, may 
not not educated, come from a different culture, and depend on health care experts to care for her 
infant.  
I have encountered an aspect of ‘unfairness’ in NICUs.  Sometimes -for workload 
reasons- some nurses were forced to carry heavier patient loads than other.  I know that the urban 
unit in which I work has experienced chronic shortages in staffing, and that there has been a 
significant influx of new graduate nurses since I started working in the urban NICU in 2012.  
Through in-depth interviews, researchers found that nurses pointed to inadequate staffing levels 
as the reason for “excessive workload, job difficulty, and increased working hours in nurses” all 
of which lead to an oppressive work climate (Rooddehghan et al., 2015, p. 241).  As alluded to 
in the background chapter, the impact of burnout and workload may be an important factor in the 
health care system since it contributes to depersonalization or cynical attitudes towards patients 
(Poncet et al., 2007).  Nurses, in other words may on the one hand be voicing and understanding 
that prejudice exists towards Aboriginal mothers, while at the same time being unable to make 
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space to fully engage that realization because they are exhausted and experiencing lateral 
oppression themselves.  
I started working as a fairly newly graduated nurse in 2011, so as a newer nurse I can 
relate to what Duchscher and Myrrick found regarding prevailing oppression in acute care.  
Other studies corroborate the findings: a qualitative study found important sub-themes that 
contribute to the evidence for the presence of various aspects of oppression among nurses 
(Rooddehghan  et al., 2015).  Some of these concepts of oppression included occupational 
dissatisfaction, transferring of oppression between nurses, discrimination between nursing 
personnel, and favoring physicians over nurses (Rooddehghan et al., 2015).  During interviews I 
conducted, one of the participants pointed to the presence of power differences between health 
care staff and Aboriginal mothers when they said “there are power differentials that exist… age 
gap, culture difference” (HCP 5, Jan. 16, 2016).  From my own experience as an educated RN in 
the NICU, I can attest first hand to the overwhelming experiences of feeling bullied by some 
nurses and being subjected to power-differentials.  In another article about oppression in nursing, 
authors wrote that nurses are often subjected to unequal power relations in the workplace which 
results in oppressive behaviour against colleagues (Hutchinson et al., 2006).  This may well map 
onto oppressive attitudes against patients, especially marginalized ones such as Aboriginal 
mothers.  The presence of existing oppression among colleagues raises concerns for vulnerable 
groups such as Aboriginal mothers who navigate through systemic inequities in this already 
oppressive environment.  It is well documented that these systemic inequities that Aboriginal 
people face are rooted in the historical and tyrannical control by the Canadian government (Dell 
& Kitty, 2013).   
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My research points towards incidences of oppression being expressed by interviewees, 
especially nurses and social workers.  Interviewees expressed that the NICU can be intimidating 
for Aboriginal families and that power-differentials do exist.  One of the participants conveyed 
the theme of oppression in the NICU when they stated “there was behavior in the NICU that the 
nurses felt put the baby at very high risk…and so it was all documented... several phone calls 
were made to the ministry… [the Aboriginal mother] didn’t respond in the way that the nurses 
felt they should” (HCP 3, Nov.30, 2015).  This is indeed troublesome for many Aboriginal 
mothers who are often on the fringes of society, in dire need of support and empowerment, and 
who already may have developed distrust for mainstream healthcare systems.   
Events described by participants in this study, is part of a colonial context that fosters 
stigma, marginalization, discrimination, and oppression of Aboriginal families (Smye and 
Browne, 2002).  It only seems fair that greater efforts be made in the health care system to 
understand the larger backdrop of discrimination and historical political forces that impact First 
Nations peoples (Blackstock, 2011).  Other major themes identified through interviews that 
contribute to oppression include prejudice and racial discrimination.  The theme of ‘racism’ will 
be discussed in the next section.  
 
5.6) Racism 
 
 One of the main themes identified during interviews included the impact of racism.  
Interviewees disclosed that there was a bias from health care providers towards young 
Aboriginal mothers, that there often were misinterpretations between unit cultures and 
Aboriginal cultures, and that Aboriginal women were encountering racism in the NICU.  
Components of racism that emerged from interview answers included ‘discrimination’, 
‘alienation’, and ‘cultural difference’.  Participants made reference to these concepts in numerous 
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answers.  One health care provider illustrated cultural differences in their answer when they 
stated “different tribes or bands also have different ways of approaching things…”  and “it’s a 
misunderstanding of how cultures might interact with other cultures and how different people 
might interpret what we say” (HCP 4, Dec.1, 2015).  Some key words that stood out to me in 
these answers were words like “different” and “misunderstanding”.   I think these answers 
suggest that health care providers may tend to notice differences more when mothers are 
Aboriginal.  Another health care provider revealed there is discrimination that occurs towards 
young Aboriginal mothers and families, saying, there is “bias against young mothers…couple 
that with Aboriginal and young” (HCP 5, Jan 16, 2016).  This answer provides evidence that 
there is racism that exists when a young mother is Aboriginal.  A different health care provider 
revealed the racism and judgment that comes to the forefront when Aboriginal people have had 
to emphasize their status as being Aboriginal.  This health care provider specifically stated 
“Aboriginals also have the status card which is very controversial and offensive to some white 
people” (HCP 5, Jan 16, 2016).  This statement is troublesome, because the offense that is 
spoken of here is not an offense experienced due to any wrong-doing by Aboriginal people.  The 
offense that is referred to stems from white staff becoming annoyed when Aboriginal people feel 
the need to defend their background and heritage in desperate situations.  When someone of 
Aboriginal descent shares his or her truth about their background, it should be respected and  
supported by health care staff.  Instead, as exemplified in the answer by this participant, there are 
times that disclosing Aboriginal status evokes a feeling of annoyance or offense.  This further 
constitutes the larger theme of “racism”.  One of the previously noted participants bluntly 
verbalized the extent of racism that Aboriginal mothers encounter in NICUs.  This heath care 
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provider stated “Aboriginal women face so much more adversity than I would ever have to face 
in my life… they have to deal with a lot of racism, poverty…” (HCP 4, Dec.1, 2015).  
 There were also components of racism that emerged in my own reflective field notes.  
These components included ‘Aboriginal Substance Abuse’, ‘Aboriginal Child Apprehension’ 
‘Aboriginal Physical Abuse’, and ‘Aboriginal Prejudice’.  Reflective field notes that 
demonstrated the theme related to ‘Aboriginal Substance Abuse’ were as follows:  
“[The Aboriginal mother] had a history of substance abuse, and was on the methadone 
program” (Personal Reflective Field Notes, January 2015).   
It is well documented that Aboriginal peoples in Canada face major challenges related to 
substance use (Firestone, Tyndall, & Fischer, 2015; Niccols, Dell & Clarke, 2010; Shahram et 
al., 2017).  In the NICU, it is not unusual to interact with mothers of infants who suffer from 
neonatal abstinence syndrome (NAS).  NAS is caused by intrauterine opioid exposure and 
infants have symptoms of withdrawal from the drugs used by the mother during pregnancy 
(Janssen & Velez, 2012; Kocherlakota, 2014; Nelson, 2016).  It is not uncommon for Aboriginal 
mothers who also struggle with substance abuse to experience racism in NICUs.  This assertion 
is supported by a participant who stated “I think [Aboriginal mothers] are treated differently.  I 
think a lot of that is dependent on whether or not they have a substance abuse background- 
which many of them do…” (HCP 6, 2016).   
Elements of racism also exist in child apprehension cases throughout Canada.  I have 
personally been exposed to many situations in NICUs that involved child apprehension of infants 
belonging to Aboriginal mothers.  In my personal field notes I reflected on numerous situations 
that pertained to child apprehension of Aboriginal mothers.   For instance, I wrote   
“this week I cared for another Aboriginal infant who was in the process of being 
apprehended” (Personal Field Notes, January 2015) and also “I was told that this 
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Aboriginal mother had a history of substance abuse, the Ministry of child and family 
development (MCFD) was involved, but her child was not apprehended ‘yet’ 
(Personal Reflective Field Notes, March 2015).  
 
As noted earlier, another aspect of racism that surfaced during this research included 
‘Aboriginal Physical Abuse’.  This feels important to write about, because many Aboriginal 
mothers have suffered from physical abuse or continue to suffer from physical abuse while their 
infant is in the NICU.  These women are then not only dealing with physical abuse on a personal 
and intergenerational level, but might in addition be judged when they struggle with substance 
abuse.  It is important to recognize that substance abuse often constitutes a part of their coping 
skills.  In an article about the identities of Aboriginal women drug users, authors wrote that 
Indigenous women in Canada are often viewed as risky and deserving of punishment (Dell & 
Kitty, 2013).  I know from my experience in NICUs that an Aboriginal mother with a history of 
physical abuse coupled with substance abuse tends to have a higher risk for having her child 
apprehended.  In my field notes I wrote about encounter with Aboriginal mothers who has 
endured physical abuse at some point in their lives.  For example, “the child’s mother was very 
sick and had endured a great deal of physical abuse” (Personal Reflective Field Notes, October 
2015)).  During my reflection on multiple encounters with Aboriginal mothers in NICUs who 
suffered from violence and physical abuse, I still felt troubled by the extent of their scars and 
painful experiences.  I wrote “an Aboriginal woman openly disclosed to me that she was abused 
and shot by her own father” (Personal Reflective Field Notes, April 2015), and “I was struck by 
prominent scars all over her face and arms” (Personal Reflective Field Notes, March 2015).   
 It seems like the identification of someone as Aboriginal coming from a lower SES, often 
results in a cascade of subconsciously stereotyped assumptions and unintentional biases 
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regarding Aboriginal culture (Browne & Varcoe, 2006; Dell & Kitty, 2013).  Aboriginal women 
fare worse than non-Aboriginal women on almost all socio-economic and health indicators (Dell 
& Kitty, 2013).  It is likely that underlying assumptions and biases may be contributing to racism 
and therefore health outcomes (Browne & Varcoe, 2006; Dell & Kitty, 2013).  Browne and 
Varcoe write that health care providers often see Aboriginal peoples as “dependent on the system 
or as incapable” or as “irresponsible in relation to their families or children” (2006, p.162).  This 
notion is hugely problematic for Aboriginal mothers in the NICU because prejudices held by 
health care providers coupled with power imbalances may negatively impact care for Aboriginal 
mothers and increase risk for child apprehension.   
In a study that demonstrates the prevalence of prejudices in health care, authors explained 
that various Aboriginal and non-Aboriginal patients struggling with mental health and poverty 
were subjected to marginalization and racialization in an emergency department (Browne et al., 
2010).  It is important for health care providers to not only practice self-reflection, but also adopt 
academically-informed approaches such as the intersectionality perspective in health care 
provision for Aboriginal families with the goal of minimizing racism and racialization.  Browne 
et al. validate the deployment of an intersectionality perspective and explain that this perspective 
allows for recognition that racism exists not as an isolated entity from other social issues, but it is 
intersected with poverty, gender, and substance use (Browne et al., 2010).  Consequently, I 
would like to emphasize that even though six main themes have been identified in this study, it is 
important to recognize that they are all linked, and that a problem in one area constitutes a 
problem in another.  These themes thus do not exist as separate entities in this discussion. 
 Another beneficial approach that addresses racism may include a critical cultural 
perspective.  In an article that promotes a better understanding of Aboriginal culture, the authors 
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explore the application of a critical cultural perspective in the health care setting (Browne & 
Varcoe, 2006).  The authors write that “a critical cultural perspective simultaneously draws 
attention to power and to the historical, social, economic, and political relationships and 
processes themselves” (Browne & Varcoe, 2006, p. 163).  Applying a critical cultural 
perspective in the NICU might be a way of recognizing other processes fuelling racism.  It is 
essential that our understandings and approaches to Aboriginal mothers in the NICU enable us to 
mobilize resources, foster success, build on their capacities, and minimize barriers in their 
journeys.  Aboriginal mothers encounter major barriers in health care, and this is a theme which 
may also affect the support that Aboriginal mothers receive.  The themes identified in this project 
demonstrate there is a need for more culturally sensitive practices and approaches to Aboriginal 
mothers in NICUs.  Canada’s first Indigenous surgeon, Nadine Caron, addressed the need for 
culturally safe care in her article about getting to the root of trauma in Canada’s Aboriginal 
population (Caron, 2005). She stated “health services may lack culturally sensitive care, perhaps 
exacerbated by the persisting under-representation of Aboriginal professionals in health care” 
(Caron, 2005, p.1024).  In an Australian study that examined cultural safety and midwifery care 
for Aboriginal women in a large tertiary teaching hospital, researchers noted that there were 
instances of stereotyping and racism that played a role in healthcare delivery (Brown et al., 
2016).  Their findings showed that there was indeed a requirement for cultural safety when 
working with Aboriginal women (Brown et al., 2016).  Examples of ways that can foster cultural 
sensitivity might include increased flexibility within healthcare settings when family members 
visit, not forcing Aboriginal women to be removed from their culturally safe environment, and 
including anti-racism training for healthcare professionals (Brown et al., 2016). 
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Chapter 6: Conclusions and Reflection on the Future 
My findings demonstrate a need for further examining NICU climates for Aboriginal 
mothers and their infants.  It is vital for government and hospital institutions to recognize the 
broader complex nature of the colonial environment and socio-historical influences oppressing 
the lives of Aboriginal people at systemic, community, and individual levels.  This research is 
one step towards addressing that need for recognition of colonial effects in NICUs.  This concept 
is what I explored it in more depth.  My approach consisted of institutional ethnography (IE) in 
which I was able to provide personal observations and accounts of processes and practices that 
occur in NICUs.  My interchangeable role as registered nurse in the NICU and student researcher 
enabled me to apply specific and purposeful lenses to the processes that impact Aboriginal 
mothers with infants in the NICU.  In a study that deploys IE, the author insightfully articulated 
that “IE begins with a puzzle – something troubling going on for a group of people who share a 
common location in the institutional regimes” (Rankin, 2015, p.532).  For me, the puzzle centred 
on why a group of people who are vulnerable are often at risk of having their children 
apprehended.  I focused on Aboriginal mothers in NICU wards, where mothers would need to 
come if they are to see their hospitalized newborn infants.  It is in this very stressful, yet 
extremely specialized environment, that complex processes often have the potential to make 
mothers feel either empowered or disempowered.  I think the most vulnerable members (i.e. 
infants and children) of an already vulnerable group (i.e. Aboriginal families) require the best 
resources and protection.   
As someone who recognizes the intermittently confusing, upsetting, and domineering 
fusion of emotions that I personally experience as a health care professional in NICUs, I felt 
compelled to step into a process that might help illuminate some of the undercurrents in the 
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NICU climate that potentially have devastating impacts on Aboriginal mothers.  There were 6 
major themes that emerged from my research which potentially contribute to a very complex and 
challenging climate for Aboriginal mothers.  These themes were 1)‘barriers’, 2) ‘judgement’, 3) 
‘policy confusion’, 4) ‘support/empowerment’, 5) ‘oppression, and 6) ‘racism’.  I would like to 
re-emphasize that these themes do not exist in isolation of one another, but components of one 
theme often overlaps with another.  The emergence of these themes indicates a need for the 
provision of culturally sensitive care in NICUs.        
As I described in my reflective notes, I recognized the theme of ‘barriers’ within my own 
practices.  I included this as an example to demonstrate that I was not investigating this topic out 
of negative judgement towards other health care staff, but as someone who has also 
unintentionally participated in systemic oppression.  It is not something that is to be boasted 
about, but rather a recognition that I am grateful to be aware of as I continue to work in the 
NICU environment.  During this project, I formed dialogues about the vulnerability of 
Aboriginal mothers with both participants and non-participants of this study.  Creating dialogues 
with various members of the health care team in the NICU may trigger a self-reflexive process at 
an individual level (Kobayashi, 2003).  Self-reflexivity was indeed a beneficial method I used 
throughout this research journey.  It is my hope that discussions with health care professionals 
may have triggered self-reflexive processes, and that the process of self-reflexivity might 
continue to enable recognition about oppressive aspects among ourselves as health care 
professionals.  Being critically reflexive on our practices and ways in which we communicate to 
and about Aboriginal mothers, is one aspect that might allow us to minimize oppression of this 
marginalized group in NICUs.  The potential influence of self-reflexivity for health care 
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professionals in the NICU can be seen as a step towards social activism and social justice for 
Aboriginal mothers deemed to be at risk for child apprehension. 
Learning what the views were of health care professionals towards Aboriginal mothers 
was indeed one of the major explorations that motivated this research. The theme of ‘judgement’ 
towards Aboriginal mothers became apparent throughout interviews, and is an issue that cannot 
be dismissed while interacting with vulnerable mothers in the health care system.  A way in 
which some of the quiet prejudices can be alleviated might be to inform and educate health care 
staff about the historical injustices that Aboriginal peoples faced, as well as the current colonial 
healthcare climates that they are injected into when their infants are hospitalized.  Recognizing 
that issues of judgement, oppression, intimidation, and racialization are most often not 
intentional, directly expressed or blatantly obvious, but quietly and invisibly embedded in daily 
discourses and practices, it might be worthwhile to encourage staff to apply a reflective approach 
and being intentionally about empowering Aboriginal mothers.  
A significant problem that contributed to the theme of ‘policy confusion’ was 
documentation and communication strategies related to child apprehension and MCFD 
involvement.  It seems crucial that efforts be made to educate and continually remind staff of the 
gravity pertaining to documentation in family interaction notes and sections used for 
apprehension processes.  It seems that it needs to be reinforced for nurses, perhaps as part of 
orientation to the NICU, how to factually document in these sections of the charts.  Along with 
this, I think that further education for health care staff in documentation procedures may also 
improve ‘policy confusion’ identified in this research.  The policy that I had access to for the 
urban NICU focussed on guidelines for the hospital social worker, but there were also 
instructions for the health care staff that guide urgent and non-urgent situations as to whether a 
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report should be made to MCFD or not.  In the rural NICU, the policy that I had access to was 
not related to making a report to MCFD, but it gives guidelines applicable to a situation in which 
apprehension is already in progress.  The rural document is only two pages long (and apparently 
undergoing revisions), whereas the urban document is significantly larger.  Both of the policy 
documents that exist for the NICUs appeared to give guidelines for an entire organization, but 
neither were NICU specific.  There were also similarities in the process of accessing documents 
in both sites: it was challenging on both fronts and required a great deal of effort and help from 
other health care staff.  
The theme of ‘support/empowerment’ emerged during this research.  As health care 
professionals, we need to be reminded of power differences that exist in NICUs, and that 
Aboriginal mothers deeply depend on us to empower them and build on their capacities. We 
need to do our best to ensure that all their support systems and resources are utilized during the 
hospitalization of their newborn children, which is a very difficult and vulnerable time for any 
mother in the NICU.  I think that communicating in empowering ways to Aboriginal mothers and 
about Aboriginal mothers might help foster better support and optimize resources required by 
Aboriginal mothers while their infants are hospitalized in NICUs.    
The theme of ‘racism’ is another significant theme that emerged during this project.  The 
presence of racism in health care has also recently been discussed by Dr. Nadine Caron who is 
Canada’s first Indigenous surgeon (CBC, 2016).  It is a theme that demands attention and 
interventions.  Interviewees provided examples that reflected instances of bias towards 
Aboriginal mothers who were abusing substances.  Another issue that became apparent during 
both interviews and my reflective field notes was child apprehension.  It is of paramount 
importance that we as health care providers increase our awareness of underlying biases towards 
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Aboriginal mothers in NICUs, because attitudes containing bias are likely contributing to racism 
and health outcomes in the health care system (Browne & Varcoe, 2006; Dell & Kitty, 2013).  
As mentioned in the discussion, another way of alleviating some of the racialization that takes 
place in health care systems is by applying a critical cultural perspective (Browne & Varcoe, 
2006).  Providing education to health care staff in NICUs about an approach such as this might 
be an essential step towards minimizing racism.  
Even though a single project at the graduate level might not fully address broad and 
enduring systemic injustices and inequities perpetuating a structurally disadvantageous system, 
this research project will hopefully bring awareness, change perspectives, and transform 
approaches at an individual level for health care professionals.  There is evidence in the literature 
about the efficacy of the various methods and methodologies that were used in my research 
related to factors affecting the Aboriginal mothers and related apprehension processes in the 
NICU (Brown, 2006; Darroch & Giles, 2016; Hankivsky et al., 2010; Van Herk et al., 2011).  A 
feminist post-colonial perspective informed by intersectionality and social constructions of 
motherhood enabled critical thinking about the influences of health care discourses and practices 
NICUs, the significance of power differentials NICUs, how expectations of motherhood might 
be affecting attitudes of health care staff, and the presence of hidden colonial oppressions that 
might be impacting Aboriginal mothers in the NICU.   
As a student researcher completing a graduate master’s project, I realize that the 
recommendations I make are at a student level, but this project does add important information 
and evidence needed for continued growth relevant to the dynamic world of health care that 
vulnerable populations rely on.  The six main themes explored in my research and my own 
journey as a registered nurse in two NICUs, suggest a need for improvement and change on 
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various interrelated levels that impact care for Aboriginal mothers and their infants.  Another 
potential contribution of my research is that it expands on the current knowledge about health 
care practices and policies influencing NICU climates for Aboriginal mothers.  It also provided 
insight into what the views are of health care professionals towards Aboriginal mothers in the 
NICU.  In an article that examined how perceptions of healthcare providers regarding the 
identities of Aboriginal women affect prenatal care and access to health care, the authors 
conducted exploratory interviews with Aboriginal women, but did not conduct interviews with 
any health care professionals (Van Herk et al., 2011).  My research partly addresses this gap.  
The authors learned from the Aboriginal women that health care providers made the women feel 
oppressed and alienated (Van Herk et al., 2011).  My research adds to gaps in research by 
including views and perceptions of health care providers regarding Aboriginal mothers at risk for 
child apprehension in the NICU.  During interviews that took place with participants in two 
NICUs of B.C, it became clear that oppression and racism towards Aboriginal mothers of 
hospitalized infants do in fact exist in these environments.  An aspect that was found to 
potentially contribute to horizontal and vertical oppression was burnout syndrome in NICUs.  
Preventing staffing shortages and burnout might alleviate depersonalization and oppression in 
NICUs (Rooddehghan et al., 2015; Poncet et al., 2007).  It is likely that adequate staffing and 
support for staff will improve the well-being, morale among staff and potentially NICU climates, 
and ultimately the health and wellbeing of Aboriginal women and their infants who require care 
in NICU environments.  
 Disseminating the findings of this research may serve as an important contribution to 
achieving culturally sensitive NICU climates.  Some ways that this research might be 
disseminated may include relaying findings during NICU education days, as well as presenting 
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the findings to the NICU research team who provided ethics approval.  It might thus be 
worthwhile to share this information during processes that are already in place within health care 
systems in order to effectively communicate to staff that attend workshops and meetings.  
Another means of sharing the findings of this research may also include the use of email since 
staff are required to check their email accounts weekly for practice updates.  Publishing this 
research in formal Journals will also be beneficial for dissemination since larger audiences will 
be reached and more awareness of the need for cultural safety in NICUs would be possible.    
 
 
 
 
 
 
 
 
 
 
 
 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              92 
 
References 
Aboriginal Children in Care Working Group. (2015). Aboriginal children in care: Report to 
Canada’sPremiers. 
http://canadaspremiers.ca/phocadownload/publications/aboriginal_children_in_care_repo
rt_july2015.pdf 
Adams, S., Carryer, J., & Wilkinson, J. (2015). Institutional Ethnography: An Emerging 
Approach for Health and Nursing Research. Nursing Praxis in New Zealand, 31(1). 
Allan, B. & Smylie, J. (2015). First Peoples, Second class treatment: The role of racism in the 
health and well-being of Indigenous peoples in Canada. Toronto, ON: the Wellesley 
Institute. 
Arockiasamy, V.. Holsti, L.. & Albersheim, S. (2008). Fathers’ Experiences in the Neonatal 
Intensive Care Unit: A Search for Control. Pediatrics, 121 (2), 215-222.  
Aytekin, A., Yilmaz, F., & Kuguoglu, S. (2013). Burnout levels in neonatal intensive care nurses 
and its effects on their quality of life. Australian Journal of Advanced Nursing, 
The, 31(2), 39. 
BC  Women’s Foundation (2016). Retrieved from 
http://www.bcwomensfoundation.org/hopestartshere  
Beavis, A. S., Hojjati, A., Kassam, A., Choudhury, D., Fraser, M., Masching, R., & Nixon, S. 
A. (2015). What all students in healthcare training programs should learn to increase 
health equity: perspectives on postcolonialism and the health of Aboriginal Peoples in 
Canada. BMC medical education, 15(1), 155. Retrieved from 
http://go.galegroup.com.ezproxy.library.ubc.ca/ps/i.do?p=HRCA&sw=w&u=ubcolumbia
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              93 
 
&v=2.1&it=r&id=GALE%7CA429591714&sid=summon&asid=30716be1ce4a2f4324a8
2c6f250f4217 
Berger, P. L., & Luckmann, T. T. (1966). The social construction of reality: A treatise in the 
sociology of knowledge. New York: Double and Company. 
Blackstock, C. (2012). Aboriginal child welfare self-government and the rights of Indigenous 
children: A book review. Children and youth services review, 34(12), 2504-2506. 
Blackstock, C. (2015). Should Governments be Above the Law? The Canadian Human Rights 
Tribunal on First Nations Child Welfare. Children Australia, 40(02), 95-103. 
Blackstock, C. (2011). The Canadian Human Rights Tribunal on First Nations Child Welfare: 
Why if Canada wins, equality and justice lose. Children and Youth Services Review, 33 (1), 
187-194. 
Blair, E. (2015). A reflexive exploration of two qualitative data coding techniques. Journal of 
Methods and Measurement in the Social Sciences, 6(1), 14-29. 
Braaf, S., Manias, E., & Riley, R. (2013). The ‘time-out’procedure: an institutional ethnography 
of how it is conducted in actual clinical practice. British Medical Journal Quality & 
Safety, 22(8), 647-655. 
Braithwaite, M. (2008). Nurse burnout and stress in the NICU. Advances in Neonatal Care, 8(6), 
343-347 
British Columbia’s Ministry of Attorney General (2011). Child Protection Mediation Program. 
Retrieved from www.ag.gov.bc.ca/child-protection-mediation/documents/cpm.pdf  
British Columbia’s Ministry of Child and Family Development (2012). Protecting Children. 
Retrieved from http://www.mcf.gov.bc.ca/child_protection/  
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              94 
 
Brown, A. E., Middleton, P. F., Fereday, J. A., & Pincombe, J. I. (2016). Cultural safety and 
midwifery care for Aboriginal women–a phenomenological study. Women and 
Birth, 29(2), 196-202. 
Brown, D. J. (2006). Working the system: Rethinking the institutionally organized role of 
mothers and the reduction of “risk” in the child protection system. Social Problems, 53(3), 
352-370. 
Browne, A.J. (2007). Clinical encounters between nurses and First Nations women in a Western 
Canadian hospital. Social Science and Medicine, 64(10), 2165-2176.  
Browne, A.J. & Fiske, J. (2001). First Nations Women’s Encounters with Mainstream Health 
Care Services. Western Journal of Nursing, 23 (2), 126-147.  
Browne, A. J., & Smye,V. (2002). A postcolonial analysis of health care discourses addressing 
Aboriginal women. Nurse Researcher: International Journal of Research Methodology in 
Nursing and Health Care, 9(3), 28–41. 
Browne, A. J., Smye, V. L., Rodney, P., Tang, S. Y., Mussell, B., & O'Neil, J. (2010). Access to 
primary care from the perspective of Aboriginal patients at an urban emergency 
department. Qualitative Health Research, 21(3), 333-348. 
Browne, A. J., & Varcoe, C. (2006). Critical cultural perspectives and health care involving 
Aboriginal peoples. Contemporary Nurse, 22(2), 155-168. 
Browne, A. J., Varcoe, C., Smye, V., Reimer‐Kirkham, S., Lynam, M. J., & Wong, S. (2009). 
Cultural safety and the challenges of translating critically oriented knowledge in practice. 
Nursing Philosophy, 10(3), 167-179. 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              95 
 
Browne, A. J., Smye, V. L., & Varcoe, C. (2005). The Relevance of Postcolonial Theoretical 
Perspectives to Research in Aboriginal Health. Canadian Journal of Nursing Research, 37 
(4), 16-37.  
Bry, K., Bry, M., Hentz, E., Karlsson, H. L., Kyllönen, H., Lundkvist, M., & Wigert, H. (2016). 
Communication skills training enhances nurses' ability to respond with empathy to parents' 
emotions in a neonatal intensive care unit. Acta Paediatrica, 105(4), 397-406. 
Buchbinder, E. (2011). Beyond checking: Experiences of the validation interview. Qualitative 
Social Work, 10(1), 106-122. 
Burgess, R. G. (1984). Methods of fieldwork research 1: participant observation. In R. G. 
Burgess, In the field, an introduction to field research (pp. 78-100), London: Routledge. 
Caron, N. R. (2005). Getting to the root of trauma in Canada's Aboriginal population. Canadian 
Medical Association Journal, 172(8), 1023-1024. 
CBC. (2016). http://www.cbc.ca/news/health/dr-nadine-caron-indigenous-surgeon-health-
1.3887752  
Collins, P. H. (2015). Intersectionality's definitional dilemmas. Annual Review of 
Sociology, 41(1), 1-20. 
Conrad, P., & Barker, K. K. (2010). The social construction of illness key insights and policy  
 
implications. Journal of health and social behavior, 51(1 suppl), S67-S79. 
 
CBC (2014) http://www.cbc.ca/news/canada/manitoba/brian-sinclair-s-death-preventable-but-
not-homicide-says-inquest-report-1.2871025  
Christensen, J. (2016). Indigenous housing and health in the Canadian North: Revisiting cultural 
safety. Health & Place, 40, 83-90. 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              96 
 
Dalia, C., Abbas, K., Colville, G., & Brierley, J. (2013). G49 Resilience, Post-Traumatic Stress, 
Burnout and Coping in Medical Staff on the Paediatric and Neonatal Intensive Care Unit 
(P/NICU)–A Survey. Archives of Disease in Childhood, 98 (Suppl 1), A26-A27. 
Darroch, F. E., & Giles, A. R. (2016). A postcolonial feminist discourse analysis of urban 
Aboriginal women's description of pregnancy-related weight gain and physical 
activity. Women and Birth, 29(1), e23-e32. 
De Leeuw, S. D., Maurice, S., Holyk, T., Greenwood, M., & Adam, W. (2012). With reserves: 
Colonial geographies and First Nations health. Annals of the Association of American 
Geographers, 102(5), 904-911. 
De Leeuw, S. (2013). State of care: the ontologies of child welfare in British Columbia. Cultural 
Geographies, 0(0), 1-20. 
De Leeuw, S., Greenwood, M., & Cameron, E. (2010). Deviant constructions: How governments 
preserve colonial narratives of addictions and poor mental health to intervene into the lives 
of Indigenous children and families in Canada. International Journal of Mental Health and 
Addiction, 8(2), 282-295. 
Dell, C. A., & Kilty, J. M. (2013). The creation of the expected Aboriginal woman drug offender 
in Canada Exploring relations between victimization, punishment, and cultural identity. 
International review of victimology, 19(1), 51-68. 
Denison, J., Varcoe, C., & Browne, A. J. (2013). Aboriginal women’s experiences of accessing 
health care when state apprehension of children is being threatened. Journal of Advanced 
Nursing, 70(5). 
DeSouza, R. (2014). One woman’s empowerment is another’s oppression: Korean migrant  
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              97 
 
mothers on giving birth in Aotearoa New Zealand. Journal of Transcultural Nursing, 
25(4), 348-356. 
Di Lallo, S. (2014). Prenatal care through the eyes of Canadian Aboriginal women. Nursing for 
women's health, 18(1), 38-46. 
Doxtator, L., & Big-Canoe, K. (2011). Capacity-building and Participatory Research 
Development of a Community-based Nutrition and Exercise Lifestyle Intervention 
Program (NELIP) for Pregnant and Postpartum Aboriginal Women: Information 
Gathered from Talking Circles. International Indigenous Policy Journal, 2(1). 
Duchscher, J. B., & Myrick, F. (2008, October). The prevailing winds of oppression: 
understanding the new graduate experience in acute care. Nursing Forum, 43, (4), 191-
206. 
Duff, P., Bingham, B., Simo, A., Jury, D., Reading, C., & Shannon, K. (2014). The ‘Stolen 
Generations' of Mothers and Daughters: Child Apprehension and Enhanced HIV 
Vulnerabilities for Sex Workers of Aboriginal Ancestry. PloS one, 9(6), e99664. 
Embriaco, N., Papazian, L., Kentish-Barnes, N., Pochard, F., & Azoulay, E. (2007). Burnout 
syndrome among critical care healthcare workers. Current Opinion in Critical Care, 13(5), 
482 – 488. 
Ermine, W., Sinclair, R., & Jeffery, B.  (2004). The Ethics of Research involving Aboriginal 
Peoples. Sasketoon, Saskatchewan: Indigenous Peoples’ Health Research Centre, 1-272. 
Fallon, B., Chabot, M., Fluke, J., Blackstock, C., MacLaurin, B., & Tonmyr, L. (2013). 
Placement decisions and disparities among Aboriginal children: Further analysis of the 
Canadian incidence study of reported child abuse and neglect part A: Comparisons of the 
1998 and 2003 surveys. Child Abuse & Neglect, 37(1), 47-60. 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              98 
 
Farmer, T., Robinson, K., Elliott, S. J., & Eyles, J. (2006). Developing and implementing a 
triangulation protocol for qualitative health research. Qualitative Health Research, 16(3), 
377-394. 
Firestone, M., Tyndall, M., & Fischer, B. (2015). Substance use and related harms among 
Aboriginal People in Canada: A comprehensive review. Journal of Health Care for the 
Poor and Underserved, 26(4), 1110-1131. 
Greenwood, M., & de Leeuw, S. N. (2012). Social determinants of health and the future well-
being of Aboriginal children in Canada. Journal of the Canadian Paediatric Society, 17(7), 
381–384. 
Greaves, L., Pederson, A., Varcoe, C., Poole, N., Morrow, M., Johnson, J., & Irwin, L. (2004). 
Mothering Under Duress: Women Caught in a Web of Discourses. Journal of the 
Association for Research on Mothering, 6 (1), 16-27. 
Guerra, O., & Kurtz, D. (2016). Building Collaboration: A Scoping Review of Cultural 
Competency and Safety Education and Training for Healthcare Students and Professionals 
in Canada. Teaching and Learning in Medicine, 1-14. 
Greaves, L., and Poole, N (2004). Victimized or Validated? Responses to Substance-Using 
Pregnant Women. Canadian Women Studies/Les Cahiers De La Femme, 24(1), 87-92. 
Hamilton, P., & Campbell, M. (2011). Knowledge for re-forming nursing's future: Standpoint 
makes a difference. Advances in Nursing Science, 34(4), 280-296. 
Hankivsky, O., Reid, C., Cormier, R., Varcoe, C., Clark, N., Benoit, C., & Brotman, S. (2010). 
Exploring the Promises of Intersectionality for advancing Women’s Health research. 
International Journal for Equity in Health, 15(9), 1-15. 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              99 
 
Heaman, M. I., Green, C. G., Newburn-Cook, C. V., Elliot, L. J., & Helewa, M. E. (2007). Social 
Inequalities in Use of Prenatal Care in Manitoba. Journal of Obstetrics and Gynecology, 29 
(10), 806-816. 
Held, L., & Rutherford, A. (2012). Can't a mother sing the blues? Postpartum depression and the 
construction of motherhood in late 20th-century America. History of Psychology, 15(2), 
107. 
Hutchinson, M., Vickers, M., Jackson, D., & Wilkes, L. (2006). Workplace bullying in nursing: 
towards a more critical organisational perspective. Nursing Inquiry, 13(2), 118-126. 
Jansson, L. M., & Velez, M. (2012). Neonatal abstinence syndrome. Current opinion in 
Pediatrics, 24(2), 252-258. 
Johnstone, M. J., & Kanitsaki, O. (2007). An exploration of the notion and nature of the 
construct of cultural safety and its applicability to the Australian health care context. 
Journal of Transcultural Nursing, 18(3), 247-256. 
Kawulich, B. B. (2005). Participant Observation as a Data Collection Method. Forum 
Qualitative Social Research, 6(2), 1-22.  
Kerner, J., Rimer, B., & Emmons, K. (2005). Introduction to the special section on     
dissemination: dissemination research and research dissemination: how can we close the 
gap? Health Psychology, 24(5), 443. 
Kidd, S. A., Miller, R., Boyd, G. M., & Cardena, I. (2009). Relationships between humor, 
subversion, and genuine connection among persons with severe mental illness. 
Qualitative.Health Research., 19(10), 1421-1430. 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              100 
 
Kirmayer, L. J. (2012). Rethinking cultural competence. Transcultural Psychiatry, 49(2), 149-
164. 
 
Kobayashi, A. (2003). GPC Ten Years On: is self-reflexivity enough? Gender, Place & Culture: 
A Journal of Feminist Geography,10(4), 345-349.  
Kocherlakota, P. (2014). Neonatal abstinence syndrome. Pediatrics, 134(2), e547-e561. 
 
Koerber, A. & McMichael, L. (2008). Qualitative sampling methods - A primer for technical 
communicators. Journal of Business and Technical Communication, 22(4), 454-473. 
Lawford, K. & Giles, A.  (2012). Marginalization and Coercion: Canada’s Evacuation Policy for 
Pregnant First Nations Women Who Live on Reserves in Rural and Remote Regions. A 
Journal of Aboriginal and Indigenous Community Health, 10 (3), 327- 340.  
Lawrence, H. P., Cidro, J., Isaac-Mann, S., Peressini, S., Maar, M., Schroth, R. J., Gordon, J. N. ,  
Hoffman-Goetz, L.,  Broughton, J. R. & Jamieson, L.(2016). Racism and Oral Health 
Outcomes among Pregnant Canadian Aboriginal Women. Journal of Health Care for the 
Poor and Underserved, 27(1), 178-206. The Johns Hopkins University Press. Retrieved 
May 10, 2016, from Project MUSE database. 
Loppie, C. & Wien, F. (2009). Health Inequalities and Social Determinants of Aboriginal 
Peoples’ Health. National Collaborating Centre for Aboriginal Health: UNBC, 1-40.  
Markey, K., & Tilki, M. (2007). Racism in nursing education: A reflective journey. British 
Journal of Nursing, 16(7), 390-395. 
Marmot, M., & Allen, J. J. (2014). Social determinants of health equity. American Journal of 
Public Health, 104(S4), S517-S519. 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              101 
 
Marrone, S. (2007). Understanding barriers to health care: a review of disparities in health care 
services among Indigenous populations. International Journal of Circumpolar Health, 66 
(30), 188-198. 
Matthews, R. (2016). The cultural erosion of indigenous people in health care. CMAJ: Canadian 
Medical Association Journal.  
McGibbon, E., Peter, E., & Gallop, R. (2010). An Institutional Ethnography of Nurses' Stress. 
Qualitative Health Research. 20(10), 1353-1378. 
McQueen, K., Sieswerda, L. E., Montelpare, W., & Dennis, C. L. (2015). Prevalence and factors 
affecting breastfeeding among Aboriginal women in Northwestern Ontario. Journal of 
Obstetric, Gynecologic, & Neonatal Nursing, 44(1), 51-68. 
Meadows, L. M., Lagendyk, L. E., Thurston, W. E., & Eisener, A. C. (2003). Balancing Culture, 
Ethics, and Methods in Qualitative Health Research with Aboriginal Peoples. International 
Journal of Qualitative Methods, 2 (4), 1-14.  
Milloy, J. S. (1999). A national crime: The Canadian government and the residential school  
 
system, 1879 to 1986 (Vol. 11). University of Manitoba Press. 
 
Morris, P.J. (2012).  Social Determinants of Health. North Carolina Medical Journal, 73 (5), 
352. 
Morse, J. M., Barrett, M., Mayan, M., Olson, K., & Spiers, J. (2002). Verification strategies for 
establishing reliability and validity in qualitative research. International journal of 
qualitative methods, 1(2), 13-22. 
Nelson, M. M. (2016). NICU Culture of Care for Infants with Neonatal Abstinence Syndrome: A 
Focused Ethnography. Neonatal Network, 35(5), 287-296. 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              102 
 
Niccols, A., Dell, C. A., & Clarke, S. (2010). Treatment issues for Aboriginal mothers with 
substance use problems and their children. International Journal of Mental Health and 
Addiction, 8(2), 320-335. 
O’Donnell, V., & Wallace, S. (2011). First Nations, Métis and Inuit women. Statistics Canada, 
1-49. 
Office of the Auditor General of British Columbia (2008/2009).  Management of Aboriginal 
Child Protection Services, Report 3, 1-47.   
Office of the Representative for Children and Youth. (2015b). Growing up in BC – 2015, p. 13. 
http://www.rcybc.ca/sites/default/files/documents/pdf/reports_publications/guibc-2015 
finalforweb_0.pdf 
Poncet, M. C., Toullic, P., Papazian, L., Kentish-Barnes, N., Timsit, J. F., Pochard, F., Chevret, 
S., Schlemmer, B., & Azoulay, E. (2007). Burnout syndrome in critical care nursing staff. 
American Journal of Respiratory and Critical Care Medicine, 175(7), 698-704. 
Pope, C., Ziebland, S., & Mays, N. (2000). Qualitative research in health care: Analysing 
qualitative data. British Medical Journal, 320(7227), 114. 
Popoveniuc, B. (2015). The Self-Reflexivity of Social Action. Postmodern Openings, (02), 9-13. 
 
Priest, N., Mackean, T., Davis, E., Waters, E., & Briggs, L. (2012). Strengths and challenges for 
Koori kids: Harder for Koori kids, Koori kids doing well–Exploring Aboriginal 
perspectives on social determinants of Aboriginal child health and wellbeing. Health 
Sociology Review, 21(2), 165-179.  
Profit, J., Sharek, P. J., Amspoker, A. B., Kowalkowski, M. A., Nisbet, C. C., Thomas, E. J., ... 
& Sexton, J. B. (2014). Burnout in the NICU setting and its relation to safety 
culture. British Medical Journal Quality & Safety, 23(10), 806-813. 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              103 
 
Racine, L. (2003). Implementing a postcolonial feminist perspective in nursing research related 
to non-Western populations. Nursing Inquiry, 10(2), 91–102. 
Rankin, J. M. (2015). The rhetoric of patient and family centred care: an institutional 
ethnography into what actually happen. Journal of Advanced Nursing, 71(3), 526-534. 
Reading, C., & Wien, F. (2009). Health inequalities and social determinants of Aboriginal 
peoples’ health. Prince George, BC: National Collaborating Center for Aboriginal Health. 
Reid,C., Greaves, L., & Poole, N. (2008). Good, bad, thwarted, or addicted? Discourses of 
substance-using mothers. Critical Social Policy, 28(2), 211-234.  
Reimann, G. (2005). Ethnographies of practice: practising ethnography. Journal of Social Work 
Practice, 19(1), 87-101 
Rix, E. F., Barclay, L., Wilson, S., & Barclay, E. R. L. (2014). Can a white nurse get it? 
‘Reflexive practice and the non-Indigenous clinician/researcher working with Aboriginal 
people. Rural Remote Health, 14 (2679). 
Roulston, K., & Shelton, S. A. (2015). Reconceptualizing bias in teaching qualitative research 
methods. Qualitative Inquiry, 21(4), 332-342. 
Rooddehghan, Z., ParsaYekta, Z., & Nasrabadi, A. N. (2015). Nurses, the Oppressed 
Oppressors: A Qualitative Study. Global Journal of Health Science, 7(5), 239-245.  
Russell-Mundine, G. (2012). Reflexivity in Indigenous research: Reframing and decolonising 
research? Journal of Hospitality and Tourism Management, 19(1), 85-90. 
Segre, S. (2016). Social Constructionism as a Sociological Approach. Human Studies, 39(1), 93-
99. 
Shahram, S. Z., Bottorff, J. L., Kurtz, D. L., Oelke, N. D., Thomas, V., & Spittal, P. M. (2017). 
Understanding the life histories of pregnant-involved young Aboriginal women with 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              104 
 
substance use experiences in three Canadian cities. Qualitative Health Research, 27(2), 
249-259. 
Sinding, C. (2010). Using institutional ethnography to understand the production of health care 
disparities. Qualitative Health Research, 20(12), 1656-1663. 
Smith, D. E. (1986). Institutional ethnography: A feminist method. Resources for Feminist 
Research, 15(1), 6-13. 
Smith, D. E. (2006). Institutional ethnography as practice. Rowman & Littlefield. 
Smith, J., & Noble, H. (2014). Bias in research. Evidence Based Nursing, 17(4), 100-101. 
Smith, D., Varcoe, C., & Edwards, N. (2005). Turning around the Intergenerational Impact of 
Residential Schools on Aboriginal People: Implications for Health Policy and Practice. 
Canadian Journal of Nursing Research, 37(4), 38- 60.  
Smith, L. T. (1999). Decolonizing methodologies: Research and indigenous peoples. Zed books. 
Smye, V. & Browne, A. J. (2002). ‘Cultural safety’ and the analysis of health policy affecting 
Aboriginal people. Nurse Research, 9(3), 42-56.  
Smye, V., Browne, A. J., Varcoe, C., & Josewski, V. (2011). Harm reduction, methadone 
maintenance treatment and the root causes of health and social inequities: An 
intersectional lens in the Canadian context. Harm Reduction Journal, 8(17), 1-12.  
Sullivan, R. & Charles, G. (2010). Disproportionate representation and First Nations child 
welfare in Canada. The Federation of Community Social Services of BC. Research to 
Practice. P1-14.       
Taber, N. (2010). Institutional ethnography, autoethnography, and narrative: An argument for  
incorporating multiple methodologies. Qualitative Research, 10(1), 5-25.  
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              105 
 
Taylor, E. T. (2013). Transmen's health care experiences: Ethical social work practice beyond 
the binary. Journal of Gay & Lesbian Social Services, 25(1), 102-120. 
Tang, S. Y., & Browne, A. J. (2008). ‘Race’matters: racialization and egalitarian discourses 
involving Aboriginal people in the Canadian health care context. Ethnicity and Health, 
13(2), 109-127. 
Theron, P. M. (2015). Coding and data analysis during qualitative empirical research in Practical 
Theology. In die Skriflig, 49(3), 1-9. 
Tracy, S. (2013). Qualitative Research Methods, pp. 105-129 (Chapter 6)                                                       
Van Herk, K. A., Smith. D., & Andrew, C. (2011). Identity Matters: Aboriginal Mothers’ 
Experiences of Accessing Health Care. Contemparary Nurse, 37 (1), 57-68. 
Varcoe, C., Brown, H., Calam, B., Harvey, T., & Tallio, M. (2013). Help bring back the 
celebration of life: A community-based participatory study of rural Aboriginal women’s 
maternity experiences and outcomes. BMC Pregnancy and Childbirth, 13(1), 26. 
Walby, K. (2007). On the social relations of research: A critical assessment of institutional 
ethnography. Qualitative inquiry, 13(7), 1008-1030. 
Winkelman, W. J., & Halifax, N. V. D. (2007). Power is only skin deep: An institutional 
ethnography of nurse-driven outpatient psoriasis treatment in the era of clinic web 
sites. Journal of medical systems, 31(2), 131-139 
Wolcott, H. F. (1994). On seeking - and rejecting - validity in qualitative research. In H. F. 
Wolcott, Transforming qualitative data: description, analysis, and interpretation (pp. 341-
373), Thousand Oaks: Sage. 
Ziabakhsh, S. (2015). Reflexivity in evaluating an Aboriginal women heart health promotion 
program. Canadian Journal of Program Evaluation, 30(1). 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              106 
 
Appendix I 
RURAL POLICY DOCUMENT 
 
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              107 
 
  
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              108 
 
 
URBAN PROTOCOL AGREEMENT  
REGARDING  
SOCIAL WORKER’S ROLES AND RESPONSIBILITIES  
Between:  
The British Columbia, Ministry of Children and Family Development and delegated Aboriginal 
Child and Family Services Agencies, as represented by the Provincial Director under the Child, 
Family and Community Service Act (CFCSA) and the Provincial Director under the Adoption Act.  
And:  
X-organization of British Columbia, a society, incorporated under the Society Act of the Province of 
British Columbia under Certificate of Incorporation No. S-0044078 and having an office at 2700 – 
700 West Georgia Street, Vancouver, British Columbia.  
1.0 APPLICABILITY OF THIS PROTOCOL AGREEMENT TO DELEGATED CHILD AND 
FAMILY SERVICES AGENCIES  
This Protocol Agreement applies to all Aboriginal Child and Family Service Agencies unless an 
Aboriginal Child and Family Service Agency has developed its own Protocol Agreement for the 
same purpose as this Protocol Agreement.  
2.0 PURPOSE  
The purpose of this Protocol Agreement is to describe the roles and responsibilities, 
including information management, between delegated social workers and X social workers 
when:  
 A child is a patient in the hospital and  
 A child is a recipient of services under the CFCSA or the Adoption Act.  
 
This Protocol Agreement is to be read in conjunction with any other applicable protocols 
that have been developed to address specific issues relating to delegated social workers 
and X’s clinical care services.  
3.0 DEFINITIONS  
For the purposes of this Protocol Agreement:  
“Child in Care” means a child who is in the custody, care or guardianship of a Director 
through an interim, temporary or continuing custody order under the CFCSA or when a 
Director is requested by a birth parent or other guardian to place the child for adoption 
under the Adoption Act. When a Director places a child with prospective adoptive parents 
(during the adoption residency period), the child remains under the guardianship of the 
Director until the adoption is granted. When a Director has care  
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of a child under a voluntary care or special needs agreement, the child remains under the 
guardianship of the child’s parent.  
“X social worker” means a social worker employed by the X Health Centre of British 
Columbia. X is an agency of the Provincial Health Services Authority. It is made up of British 
Columbia's Children's Hospital, British Columbia's Women's Hospital and Health Centre and 
Sunny Hill Health Centre for Children.  
“Delegated social worker” means a social worker delegated under s. 92 of the CFCSA or 
section 77 of the Adoption Act. A delegated social worker may be employed by the Ministry 
of Children and Family Development (MCFD) or by an Aboriginal Child and Family Services 
Agency.  
“the Director” refers collectively to the authority delegated by all designated directors under 
the CFCSA and Adoption Act within the MCFD and delegated Aboriginal Child and Family 
Service Agencies.  
 
4.0 OVERVIEW  
4.1 Delegated social workers  
Under s. 16 of the CFCSA, delegated social workers have a statutory responsibility to 
receive, assess and respond to reports that a child’s safety may be at risk and well being 
may be endangered. The delegated social worker makes decisions regarding the most 
appropriate response for the ongoing safety and well being of that child according to the 
provisions of the CFCSA. Delegated social workers also have guardianship responsibilities 
for children in care under Part 4 of the CFCSA or s. 24 of the Adoption Act. It is in this 
context that delegated social workers and X workers will collaboratively ensure the safety 
and well being of the child according to the provisions of CFCSA.  
4.2 [Urban Organization] social workers  
[The urban organization] has three main roles: patient care, education and research. Social 
Workers are part of the clinical team assisting patients and families with the social and 
emotional impact of an identified medical or psychiatric condition, perinatal care, or 
disability. Some of the services provided by social workers are crisis intervention, individual 
and family counseling, parent groups, financial /practical intervention and liaison with 
community agencies. Social workers operate under the policy that states that all staff must 
concern themselves with the safety and well being of children. Social workers at X are the 
liaisons whom Delegated Social Workers contact in order to engage in planning with other 
members of X’s clinical team. It is in this context that delegated social workers and X social 
workers will collaboratively ensure the safety and well being of the child.  
5.0 ROLES AND RESPONSIBILITIES  
In situations where a child or family is receiving service from both Parties, Delegated social 
workers and X social workers are to maintain their respective roles and responsibilities as 
outlined in Appendix 1, attached as part of this Protocol Agreement. In addition, the Parties 
have dual responsibility for:  
 ensuring continuity of planning and service delivery;  
 clear communication of roles, responsibilities and expectations; and  
 strict adherence to the rules of information sharing and personal information disclosure.  
 
2  
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The safety and best interests of a child will guide decision making, case planning and 
service delivery for a child receiving services.  
6.0 INFORMATION SHARING  
It is assumed that social workers delegated under the CFCSA or the Adoption Act have a 
full understanding of those respective Acts and an understanding of the Freedom of 
Information and Protection of Privacy Act (“FOIPPA”). It is assumed that X social workers 
have a full understanding of the FOIPPA and the duty to report under s. 14 of the CFCSA.  
Both parties will request or receive confidential information on a “need to know” basis and will use 
and maintain confidential information only as authorized by the CFCSA, the Adoption Act and 
FOIPPA.  
Both parties agree to take all appropriate privacy and security measures necessary to 
ensure the information provided is protected in accordance with the CFCSA and FOIPPA.  
6.1 Legislative Authority under FOIPPA  
 
Sections 33.1(1)(c) and 33.2(a) of FOIPPA set out the requirements that must be met to 
enable disclosure of personal information by one party and collection by the other.  
6.2 Legislative Authority under CFCSA and the Adoption Act  
 Delegated social workers may disclose information to X social workers pursuant to s. 79 of 
the CFCSA and s. 61 of the Adoption Act.  
 Delegated social workers may collect information from X social workers pursuant to s. 96 of 
the CFCSA and s. 70 of the Adoption Act.  
 X social workers must disclose information, pursuant to s. 96(2) of the CFCSA and s. 70(2) 
of the Adoption Act, in response to requests from Delegated social workers under s. 96 of the CFCSA 
or s. 70 of the Adoption Act.  
 X social workers must disclose information to Delegated social workers if they have reason 
to believe that a child needs protection, pursuant to s. 14 of the CFCSA.  
 
7.0 CONFLICT RESOLUTION  
The best interests of the child will guide the case planning and decision making of both 
Parties. In the event there is a conflict, it is expected that both Parties will try to resolve the 
issue at the earliest possible stage and, if necessary, resolve the conflict through the 
progressive stages outlined under the following guideline:  
 the delegated social worker and the X social worker discuss the concerns and attempt to find 
resolution;  
 if the conflict remains unresolved, the supervisor/team leader of the delegated social worker 
and the X  Professional Practice Leader discuss the concerns and attempt to find resolution;  
 if the conflict remains unresolved after the above steps have been followed, the manager of 
the supervisor/team leader and the X Director of Professional Services discuss the concerns and 
attempt to find resolution.  
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8.0 AMENDMENTS TO PROTOCOL AGREEMENT  
Amendments to this protocol agreement will only be made in writing and must be signed by 
both administrators of this protocol agreement.  
9.0 TERM OF AGREEMENT  
The term of this Agreement commences on the date that this Protocol Agreement is signed 
by both parties and remains in force until terminated by either Party’s administrator of this 
protocol agreement, upon 30 days prior written notice.  
10.0 ADMINISTRATORS OF PROTOCOL 
AGREEMENT Director’s Agreement 
Administrator:  
Director, Integrated Policy and Legislation Team  
Ministry of Children and Family Development  
 Agreement Administrator:  
Director, Professional Services,  
X Hospital  
 
Policies & Procedures- Urban NICU   
CHILDREN &YOUTH AT RISK FOR ABUSE AND NEGLECT 
•  Introduction 
•  Process 
  Urgent Situations After a Report is Made to MCFD  
  Non-Urgent Situations  Legal Removal by Ministry  
  Making a Report to MCFD  Points to Consider  
•  Appendixes 
  
  
Appendix I  Appendix III 
  Appendix II  
• [Reporting a Child Protection Concern to MCFD flow chart available here.]  
I. Introduction 
In the Province of British Columbia, suspicions of child abuse and neglect must be reported to the Ministry of Children and 
Family Development. The Child, Family and Community Service Act (CFCSA) is the provincial legislation which governs 
child protection situations (see appendix A). (under the age of 19). Under this legislation, everyone living in British 
Columbia is required by law to report concerns of child abuse and neglect to the Ministry. 
Because the X Health Centre of BC is an organization offering direct service to women children &youth, it is especially 
important that all staff are aware of their obligations under the Child Family and Community Service Act. It should be 
noted that, while the supportive and therapeutic relationship between hospital staff and family members is very important, 
the safety and well being of the child/youth is paramount. 
The following guidelines are intended to help all X staff address child/youth protection issues which may arise during the 
course of their duties.  
In some situations, there may be immediate risk to a child/youth. For example, a child/youth may have physical injuries 
resulting from abuse. These cases will need to be reported to the Ministry on an urgent basis for immediate investigation 
(see II Process, Section 1). In other cases, the situation may be less clear and more complicated. For example, there may 
have been a number of observations by different staff over a period of time which lead to a concern for the ongoing safety 
or wellbeing of a child/youth. In these more complex situations, a more thoughtful and strategic approach by X staff will 
likely be necessary. A number of staff may be involved who will need to contribute their own observations and opinions 
(see II Process, Section 2). 
X social workers can be called upon by staff to assist when there are child protection concerns (see Appendix B: Roles). 
 
II Process 
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1. Urgent Situations  
Note: In situations involving refusal of medically recommended treatment or refusal of blood products, please refer to 
Policy re Informed Consent to Care and Treatment (APO500), "Definitions and Reference Information-Minors" and "Specific 
Consent Requirements".  
Note: In emergency situations where refusal of medically recommended treatment is an issue, the Ministry of Children and 
Family Development must be contacted immediately at 604-660-5437 (weekdays) or 604-660-4927 (After Hours)  
a. In a situation where there may be immediate danger to the child/youth or to another child/youth in the home, or 
where a child makes a disclosure of abuse or neglect directly to a staff member, staff must ensure that the 
Ministry is notified immediately by calling the Helpline for Children at 310-1234. If a X social worker is 
immediately available, they can make the report. If a X social worker is not available, another staff member must 
make the call. In some situations, Hospital Security may also be notified and can assist in handling a difficult 
incident.  
b. Where a child/youth may have suffered an acute physical injury and/or where physical evidence of injury (eg. 
acute sexual assault, bruises, burns, bite-marks, etc.) may be present, the Ministry must be notified immediately 
and the child/youth must also be seen immediately by a physician. The Child Protection Service Unit at BC's 
Children's Hospital should be consulted regarding physical examination and treatment of the injured child. 
Documentation of injuries, photographs, etc. will be arranged as part of the CPSU consultation. (The Child 
Protection Service Unit can be reached at 604-875-3270 or, After Hours, through the Children's Hospital 
Emergency Dept.)  
c. After the staff member makes an urgent report to the Ministry, they should notify their immediate supervisor. 
Where applicable, the attending physician and the X social worker should also be notified of the report.  
d. Details of the report must be documented promptly in the health record. Please see Section 2 (Non Urgent 
Situations) for further direction.  
 
2. Non-urgent Situations  
Note: In situations involving refusal of medically recommended treatment or refusal of blood products, please refer to 
Policy re Informed Consent to Care and Treatment (APO500), "Definitions and Reference Information-Minors" and "Specific 
Consent Requirements". 
a. When staff have concerns about the safety or well-being of a child/youth, the attending physician and X social 
worker must be notified promptly.  
b. The X social worker, in consultation with the attending physician and other members of the health care team, will 
conduct an immediate review of the situation in order to determine whether or not there should be a report to 
MCFD. A case conference is usually helpful.  
c. The review should cover all relevant medical and psychosocial information. Risk factors noted in hospital should 
be outlined.  
d. The review should take into consideration the presence of all children/youth in the home and the possibility that 
they may also be at risk.  
e. At the end of the review, a decision will be made about whether or not a report will be made to the Ministry. This 
will be done in a timely manner.  
NOTE: Consensus amongst health care team members regarding the need for a report to the Ministry is 
desirable. In some situations however, consensus may not be reached. In those cases, it remains the 
responsibility of any individual staff member who is still concerned to make a report directly to the Ministry. 
f. Continuity is extremely important. Discharge or transfer of the child should be avoided before a decision has been 
made regarding reporting to the Ministry. (Where transfer or discharge cannot be avoided, refer to Appendix C.)  
 
3. Making a Report to MCFD  
a. Where a decision has been made that a report to MCFD is necessary, a member of the health care team should 
be designated to contact the Ministry promptly with the report. In most cases, this will be done by the X social 
worker.  
b. The person who makes the report must advise the other staff who have identified the concerns that the report 
has been made.  
In most situations, hospital staff should discuss with the child/youth and their caregivers the need to make a 
report to the Ministry. However, in some situations, notifying caregivers about the report may compromise the 
safety of the child/youth or compromise the Ministry's investigation. Staff should consult with the Ministry when 
making the report to determine what parents should be told, when and by whom. Wherever possible, the 
child/youth and caregivers will be involved in discussions about sharing information with the Ministry. 
c. When making a report to the Ministry, the reporter should provide:  
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i. specific information about the child/youth and family in question, eg. names, addresses, phone 
numbers, birth dates, etc  
ii. specific details of the concerns (should be as objective as possible)  
iii. names and contact numbers of X staff having pertinent information  
iv. name and contact number of the X staff member who will act as the primary liaison with the Ministry 
(usually the X social worker)  
v. anticipated date of hospital discharge  
d. Details of the report must be documented immediately by the reporter in the health record, including:  
i. date and time of the report  
ii. name and position and local of reporter  
iii. name, office location, and phone number of the Ministry social worker receiving the report  
iv. summary of the information reported, including identification of individuals who have observed or who 
have information about the concern  
v. record of the verbal response of the Ministry social worker who receives the report  
vi. record of a request for feedback from the Ministry regarding planning/outcome.  
e. Where a situation has been reviewed by the X social worker with the health care team and there is full agreement 
that a report to the Ministry is not indicated at that time, the reasons for not reporting should be clearly 
documented on the health record by the social worker or another designated member of the health care team  
f. For patients who present to X with concerns for chronic or repeated child protection issues, it may be necessary 
to repeat the above process at different points in time and to make additional reports to the Ministry.  
 
4. After a Report is made to the Ministry  
a. The Ministry social worker may require additional information to assist with the child protection investigation. The 
Ministry is entitled under the CFCSA to any information necessary for them to perform their roles and duties 
under the Act. Information which is urgently needed may be shared verbally with the Ministry social worker. A 
record of information released verbally must be made in the health record (see Policy _______Release of 
Information to MCFD).  
b. Requests from the Ministry for written reports/material must be made by MCFD to Health Records/Release of 
Information Technician.  
c. A process for communication and liaison between the Ministry, X, the child/youth, and the family should be put in 
place. The X social worker often facilitates this communication.  
d. An inpatient who is the subject of a Ministry investigation must not be discharged without prior discussion with 
the Ministry social worker. If discharge is delayed because of Ministry involvement, hospital staff should make 
every effort to explain the situation to the child/youth and address their questions and concerns about the 
process.  
e. X staff should make every effort to provide support to the family and to assist them in communicating with 
outside agencies.  
f. The Ministry will advise the reporter of the outcome of their investigation. If hospital staff are not satisfied with 
this information, they may consult with the Child Protection Service Unit in the hospital.  
 
5. Legal Removal by the Ministry of a Child in Hospital  
a. The Ministry social worker will conduct a risk assessment with respect to the safety and well-being of the 
child/youth. The Ministry will consider whether a plan can be made which would allow the child/youth to remain 
safely in the custody of the parents. Where the investigation indicates that the child/youth cannot remain with 
the parents, a legal process known as "removal" may take place. Guardianship of the child/youth transfers to the 
Ministry at this time.  
b. If the Ministry indicates that a removal is planned while the child/youth is in hospital, X staff, usually the X social 
worker, will work with the Ministry social worker to ensure that this process is conducted in the least traumatic, 
most confidential and most respectful manner possible for the child/youth, family and other patients on the ward.  
c. In situations which are identified as potentially volatile, X Security should be notified in advance by a designated 
health care team member so that appropriate precautions can be taken.  
d. Written documentation of the removal must be placed on the health record by the Ministry social worker (see 
MCFD Removal Form). The Ministry social worker must also sign all medical consent to treatment forms on the 
Health Record. Capable minors must also provide their consent to treatment (please refer to Policy re Informed 
Consent to Care and Treatment-AP0500), even if they are legally removed by the Ministry.  
e. Written instructions regarding family contact with the child/youth in hospital must be placed on the health record 
by the Ministry social worker.  
f. If the Ministry indicates that family visits with the child/youth must be supervised, the responsibility for providing 
supervision rests with the Ministry. Hospital staff cannot be responsible for visit supervision.  
g. X staff will provide ongoing emotional support to the child/youth and family wherever possible throughout the 
process. The needs of the child/youth and their family are distinct and should be treated as such. This will likely 
involve separate conversations with the two parties and establishing different support services for each. A staff 
member, usually the X social worker, will assist the child/youth and the family with communication and 
information about community services which may be helpful to them.  
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6. Points to Consider  
a. Clear and objective documentation on the health record of observations and discussions with the family is 
extremely important.  
b. The Ministry may already have other history, child protection complaints or previous concerns about the 
child/youth or family in question which may influence the investigation.  
c. While the immediate safety of a child/youth who is in hospital may not be an issue, siblings or other 
children/youth may be at more immediate risk and therefore a report to the Ministry must be made promptly.  
d. Making a report to the Ministry that there are child protection concerns does not necessarily mean that the 
child/youth will be removed from the parents' custody. Ministry social workers are obliged to consider other less 
disruptive measures while still ensuring the child's/youth's safety.  
e. In addition to their responsibilities to investigate reports of child protection concerns, the Ministry provides access 
to a number of family support programs and resources. A child protection report is not necessary in order to 
request support services for a family through the Ministry In cases where Ministry support services may be 
helpful, prior discussion with the family must take place and their permission be obtained to make a referral to 
the Ministry  
f. In complex cases, the Child Protection Service Unit may be consulted for advice (see Appendix B: Specific Roles).  
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GUIDELINES: CHILDREN AT RISK FOR ABUSE AND NEGLECT 
APPENDIX A 
CHILD, FAMILY AND COMMUNITY SERVICE ACT  
13 (1) A child needs protection in the following circumstances: 
a. if the child has been, or is likely to be, physically harmed by the child's parent;  
b. if the child has been, or is likely to be, sexually abused or exploited by the child's parent;  
c. if the child has been, or is likely to be, physically harmed, sexually abused or sexually exploited by another 
person and if the child's parent is unwilling or unable to protect the child;  
d. if the child has been, or is likely to be, physically harmed because of neglect by the child's parent;  
e. if the child is emotionally harmed by the parent's conduct;  
f. if the child is deprived of necessary health care;  
g. if the child's development is likely to be seriously impaired by a treatable condition and the child's parent refuses 
to provide or consent to treatment;  
h. if the child's parent is unable or unwilling to care for the child and has not made adequate provision for the child's 
care;  
i. if the child is or has been absent from home in circumstances that endanger the child's safety or well-being;  
j. if the child's parent is dead and adequate provision has not been made for the child's care;  
k. if the child has been abandoned and adequate provision has not been made for the child's care;  
l. if the child is in the care of a director or another person by agreement and the child's parent is unwilling or 
unable to resume care when the agreement is no longer in force.  
(1.1) For the purpose of subsection (1) (b) and (c) and section 14 (1) (a) but without limiting the meaning of "sexually 
abused" or "sexually exploited", a child has been or is likely to be sexually abused or sexually exploited if the child has 
been, or is likely to be, 
a. encouraged or helped to engage in prostitution, or  
b. coerced or inveigled into engaging in prostitution.  
(2) For the purpose of subsection (1) (e), a child is emotionally harmed if the child demonstrates severe 
a. anxiety,  
b. depression,  
c. withdrawal, or  
d. self-destructive or aggressive behaviour.  
Duty to report need for protection  
14(1) A person who has reason to believe that a child  
a. has been, or is likely to be, physically harmed, sexually abused or sexually exploited by a parent or other person, 
or  
b. needs protection under section 13 (1) (d) to (k) 
must promptly report the matter to a director or a person designated by a director.  
(2) Subsection (1) applies even if the information on which the belief is based 
a. (a) is privileged, except as a result of a solicitor-client relationship, or  
b. is confidential and its disclosure is prohibited under another Act.  
A person who contravenes subsection (1) commits an offence. 
A person who knowingly reports to a director, or a person designated by a director, false information that a child needs 
protection commits an offence. 
No action for damages may be brought against a person for reporting information under this section unless the person 
knowingly reported false information. 
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GUIDELINES: CHILDREN AT RISK FOR ABUSE AND NEGLECT: 
Appendix B 
Specific Roles  
X Social Worker  
Note: X social workers do not have any legal authority to conduct a formal assessment regarding a child's/youth's need for 
protection. This is the mandate only of the Ministry of Children and Family Development. The X social worker can be 
guided only by indicators of risk which will determine whether or not a report is made to the Ministry. 
When a child protection concern is identified, it is recommended that staff consult the X social worker in that program 
area. Staff in programs that do not have a social worker specifically assigned to them may contact the Social Work 
Department directly to request consultation with a X social worker.  
When the X social worker is consulted, the social worker will: 
 review the situation and/or assist staff to determine whether or not the concern should be reported to the MCF;  
  
 gather information within the hospital, consult with the attending physician and other members of the health care 
team and, where necessary, make the report to the MCF;  
 be the liaison person between outside agencies and X;  
Ministry of Children and Family Development Social Worker  
The CFCS Act gives the Ministry social worker the legal authority to accept reports from the community that a child/youth 
may be at risk for abuse and neglect and to investigate these reports.  
The Ministry social worker is legally required to: 
 assess the concern and investigate if necessary;  
 determine a course of action;  
 involve the police in the investigation if necessary.  
The Ministry social worker has the legal authority to: 
 obtain information, both confidential and non-confidential, from community sources to assist in their 
investigation;  
 remove children/youth from the guardianship and custody of their parent(s) when their investigation indicates 
that removal is necessary.  
 report back to X once the investigation has been completed  
First Nations Bands:  
In some areas of BC, First Nations Bands have the legal responsibility under the CFCSA for child protection investigations 
involving children/youth in their jurisdiction. The role of the Band child protection investigator will be similar to that of the 
role of the Ministry social worker described above. 
The Ministry of Children and Family Development will assist the reporter in contacting the First Nations Band where 
appropriate. 
X Child Protection Service Unit (CPSU)  
The Child Protection Service Unit is a hospital- based multidisciplinary team which provides medical assessments of 
children/youth who may have been victims of sexual abuse, physical abuse or severe neglect. The CPSU documents 
forensic evidence of child abuse on referral from physicians and, in some situations, from MCF social workers or police. 
When documenting and treating physical injuries related to child abuse, the staff also provide crisis counselling and 
resource information to the patient's family, liase with community agencies, and provide some telephone consultation to 
hospital staff and other professionals about child abuse issues.  
The CPSU does not do investigative interviewing of children/youth as this is the mandate of the Ministry for Children and 
Families and of the police.  
In some cases, the attending physician may elect to consult directly with one of the pediatricians in the CPSU. X social 
workers may also consult with CPSU. 
  
CLIMATE OF NICUs FOR ABORIGINAL MOTHERS                                                                              117 
 
GUIDELINES: CHILDREN AT RISK FOR ABUSE AND NEGLECT 
APPENDIX C: Patient Discharge/Transfer in Child Protection Cases 
1. The patient should not be discharged from hospital before a decision has been made regarding reporting to the 
Ministry.  
2. Wherever possible, the patient should not be transferred to another facility or to another area of the hospital until 
the review of child protection concerns has been completed and a decision regarding reporting to the Ministry has 
been made.  
3. Where transfer is unavoidable, it is the responsibility of the X social worker who is involved prior to the transfer 
to communicate directly with the receiving X social worker. Direct, immediate and full communication between 
social workers is essential in these circumstances. Transfer information must also be clearly documented on the 
health record.  
4. Where the child is an outpatient and the care is being transferred to another facility or program, a case 
conference involving both centres should be held to discuss the child protection-related issues. Again, transfer 
information must be documented on the health record.  
5. If a case has already been reported and the Ministry has commenced a child protection investigation, the Ministry 
must be notified before the child/youth is to be discharged  
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Appendix II-Thematic Analysis 
Table 1. Identifying and Condensing Sub-themes of Intimidation, Power-differentials, and 
Adversity from key excerpts into a main theme of Oppression 
 
Significant Statements Sub-themes Main Theme 
 
“NICU can be more intimidating” (HCP 1, 
Nov. 30, 2015) 
 
“There are power differentials  that exist, 
age gap, culture difference” (HCP 5, Jan. 
16, 2016) 
 
“and there was behavior in the NICU that 
the nurses felt put the baby at very high 
risk…and so it was all documented... 
several phone calls were made to the 
ministry…they didn’t respond in the way 
that the nurses felt they should” (HCP 3, 
Nov.30, 2015) 
 
“mom stayed in NICU. Then MCFD was 
called… baby got removed, no access.  
And they were First Nations” (HCP 3, 
Nov. 30, 2015) 
 
“finally baby was discharged to mom’s 
care… MCFD was obviously involved.  
But she was discharged to like a shelter, 
and the baby ended up back in 2 weeks, 
malnourished…had meningitis… it was 
pretty bad. And I think, what could we 
have done to support mom a little bit 
better?” (HCP 4, Dec.1, 2015) 
“they are flagged for concerns… whether 
its substance abuse, housing concerns… 
umm..it could be any number of things.. 
based on their interaction with their 
doctor.. or with their medical team” (HCP 
5, Jan. 13, 2016) 
Intimidation 
Power differentials 
Adversity 
Oppression 
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Table 2: Coding process showing how Sub-theme identification which led to Main Theme 
identification of Oppression 
 
Reflective Field Note Excerpts Sub-themes Main Theme 
“I was shocked by the lack of 
empathy” (Personal Reflective Field 
Notes, 2015) 
“she was being treated unfairly” 
(Personal Reflective Field Notes, 
2015) 
“How could such paternalism and 
disrespect be an acceptable 
professional approach towards a 
vulnerable mother” (Personal 
Reflective Field Notes, 2015) 
“senior staff wanted to deal with this 
family as little as possible” 
(Personal Reflective Field Notes, 
2015) 
“observed a few unsympathetic 
situations related to attitudes of 
health care staff towards Aboriginal 
mothers” (Personal Reflective Field 
Notes, 2015) 
“I have experienced various 
processes in the NICU that I have 
personally felt oppressed 
by”(Personal Reflective Field Notes, 
2015) 
“helps me recognize the powerful 
forces that mothers are subjected 
to”(Personal Reflective Field Notes, 
2015) 
“I can draw parallel analogies in 
terms of power differentials that 
exist,”(Personal Reflective Field 
Notes, 2015) 
“where I have feelings that may be 
compared to oppression 
experienced” (Personal Reflective 
Field Notes, 2015) 
“reminded of their power 
status”(Personal Reflective Field 
Notes, 2015) 
“encountering these emotions of 
vulnerability as a trained health 
care professional”(Personal 
Reflective Field Notes, 2015) 
“Aboriginal mothers potentially 
experience in this already complex 
and stressful climate”(Personal 
Reflective Field Notes, 2015) 
“certain staff members are given 
preferential treatment”(Personal 
Reflective Field Notes, 2015) 
Intimidation 
Power differentials 
Vulnerability 
Indifference 
Unfairness 
 
 
 
Oppression 
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“My own experiences of oppression 
as a female health care worker from 
a different culture”(Personal 
Reflective Field Notes, 2015) 
 
 
Table 3. Judgement/Prejudice 
Significant Statements Sub-themes Main Theme 
“my gut reaction is to judge” 
“I think it’s a bias for us to think that 
all of them drink and 
smoke…”(HCP 4, Dec. 1, 2015) 
“alcohol and drug use during 
pregnancy is always very difficult 
for me to understand” (HCP 4, Dec. 
1, 2015) 
“I have seen some judgmental 
behavior” (HCP 5, Jan. 13, 2016) 
“there may be some judgments that 
are impacting decisions made” (HCP 
5, Jan. 13, 2016) 
“all the judgment from the nurses…” 
(HCP 3, Nov. 30, 2015) 
“they are treated differently” (HCP 
6, Jan 16, 2016) 
“perhaps the interaction and 
expectations of parents are a bit 
different” (HCP 7, Jan. 30, 2016) 
“some nurses who may be 
judgmental depending on the 
situation” (HCP 7, Jan. 30, 2016) 
“the mom had been using or going 
through morphine withdrawal or 
opioid withdrawal and treated with 
morphine… sometimes I  feel like 
we may have a more negative 
attitude towards the family” (HCP 4, 
Dec. 1, 2015) 
“because in some of these situations 
the social situation can be 
challenging… that does lead to some 
sort of judgment…or concern about 
how that family is going to do in an 
isolated rural population or 
community” (HCP 1, Nov. 30, 2015) 
“the ones that are treated worse, I 
think they typically don’t have a lot 
of community supports when they 
come in… often they already have 
Bias 
Prejudice 
Discrimination 
Judgment/Prejudice 
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negative cases with MCFD” (HCP 3, 
Nov. 30, 2015) 
“bias towards Aboriginal moms if 
there is a sense that they are not 
providing enough care for their 
baby” (HCP 4, Dec. 1, 2015) 
 
Table 4. Need for Supports/Empowerment 
Significant Statements Sub-themes Main Theme 
“making sure they do have a safe 
place to go… making sure they have 
social support” (HCP 4, Dec.1, 
2015) 
 
“we need to work with them in a 
better capacity out in the 
community” (HCP 5, Jan 13, 2016) 
 
“ensuring that they have community 
supports available” (HCP 5, Jan. 13, 
2016) 
 
“but the big difference is the 
communities… whether they have 
supports” (HCP 3, Nov. 30, 2015) 
 
“I think we also need to support 
families after they get back into the 
community” (HCP 5, Jan, 13, 2016) 
 
“If they are from a smaller 
community, they would need to 
access resources in their own 
community” (HCP 1, Nov. 30, 2015) 
 
“[the Aboriginal mother] wanted to 
talk to our Aboriginal liaison … and 
the liaison went into the room, came 
out and said “ ministry alert, I’m not 
involved at all” … so she didn’t 
want to help” (HCP 3, Nov.30, 
2015) 
“empower Aboriginal women 
outside of the NICU” (HCP 4, 
Dec.1, 2015) 
 
“there is quite a bit of work done in 
the Northern Health community to 
have supportive housing… but then 
to transpose that into the smaller 
Need for Housing 
Need for Safety 
Need for Community Supports 
Need to empower Aboriginal 
women outside of NICU 
Supports available for Aboriginal 
mothers 
Supports  
a) Supports needed in 
community 
b) Support being given in 
NICU 
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communities…is a whole other 
issue” (HCP 1, Nov. 30, 2015) 
 
“I ask them if they would like to be 
connected with the Aboriginal 
patient Liaison… they have the 
opportunity to receive additional 
support and funding through their 
band” (HCP 5, Jan.13, 2016) 
Table 5. Policy Confusion 
Significant Statements Sub-themes Main Theme 
 
“I thought that was a pretty poor 
plan…” (HCP 4, Dec.1, 2015) 
 
“[MCFD] rely on our reports, 
nursing reports, and family 
interactions…” (HCP 5, Jan. 13, 
2016) 
 
“use that documentation as a 
demonstration of parenting.. in the 
‘family interaction notes” (HCP 5, 
Jan 13, 2016) 
 
“we are hugely lacking in 
communication” (HCP 6, Jan. 16, 
2016) 
 
“that documentation can make or 
break the apprehension. I think it 
doesn’t get filled out half the time- 
or partially filled out. That’s the 
court documentation that they look 
at” (HCP 6, Jan.16, 2016) 
 
“We are not trained. It is just 
omitted” (HCP 6, Jan 16, 2016) 
 
“Social work is extremely 
subjective. At least the 
documentation could back up which 
way things should go” (HCP 6, Jan. 
16, 2016) 
 
“[MCFD] can request the chart 
through records, nurses notes, any of 
the allied notes…any discharge 
notes, lab results, urine screens.…as 
well as the parent interaction notes” 
(HCP 1, Nov. 30, 2015) 
 
“this committee that I sit on about 
Poor documentation 
Problematic Processes 
Communication gaps 
 
Policy Confusion 
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providing support for women who 
use substances in the perinatal 
area… so we want to set up supports 
for them to keep their babies. The 
people that we have the hardest time 
bringing to the table are the MCFD 
social work. We have had social 
work come to some of the meetings” 
(HCP 2, Nov. 30, 2015) 
“MCFD doesn’t disclose the 
information to us. Sometimes babies 
get apprehended in families with no 
apparent risk factors. Other times 
there are lots of risk factors and the 
baby goes home.” (HCP 3, Nov. 30, 
2015) 
 
Table 6. Racism contributing to discrimination in NICU 
Significant Statements Sub-themes Main Themes 
 
“Different tribes or bands also have 
different ways of approaching 
things…” (HCP 4, Dec.1, 2015). 
 
“bias against young mothers. So 
couple that with Aboriginal and 
young” (HCP 5, Jan 16, 2016) 
 
“Aboriginals also have the status 
card which is very controversial and 
offensive to some white people” 
(HCP 5,Jan 16, 2016) 
 
“I think it’s a misunderstanding of 
how cultures might interact with 
other cultures and how different 
people might interpret what we say” 
(HCP 4, Dec. 1, 2015) 
 
“Aboriginal women face so much 
more adversity than I would ever 
have to face in my life… they have 
to deal with a lot of racism, 
poverty…” (HCP 4, Dec.1, 2015) 
Discrimination 
Alienation 
Cultural Difference 
 
Racism 
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Table 7. Barriers 
Significant Statements Sub-themes Main Theme 
 
“during the mom’s antenatal care… 
they are flagged for concerns…” 
(HCP 5, Jan 13, 2016).  
 
“or prenatal care the mom may have 
had, they are limited by their 
geographic location, their 
transportation, their income…there 
are big gaps there for sure” (HCP 1, 
Nov. 30, 2015) 
 
“charts will say ‘limited or no 
prenatal care’” (HCP 1, Nov. 30, 
2015) 
 
“when talking to the mom, she will 
say she has tried to book an 
appointment at the clinic and see 
GP’s, but hasn’t been able to get 
in…so the mother has attempted to 
gain access to health care, but the 
system hasn’t provided it for her” 
(HCP 1, Nov. 30, 2015) 
“I think we could have better 
communication with the Aboriginal 
funding agencies and stuff if you are 
trying to get equipment…so you 
know there are benefits, but you 
don’t know how to get them going!” 
(HCP 2, Nov. 30, 2015) 
Inaccessibility  
Prenatal Care 
Accessing Resources 
 
 
Barriers/Access to Care 
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Table 8: Coding Field Notes-Judgement 
Reflective Field Note Excerpts Sub-themes Main Theme 
“there is no excuse” to be addicted 
to substances in a “country like 
Canada” (Personal Reflective Field 
Notes, 2015) 
“I experienced her as a very rude 
and abrasive person” (Personal 
Reflective Field Notes, 2015) 
“Someone flatly stated “oh well, she 
had her chance” and that “she 
should have known better” 
(Personal Reflective Field Notes, 
2015) 
“judgement towards this Aboriginal 
mother and family still exists” 
(Personal Reflective Field Notes, 
2015) 
“This was my small, yet -I feel- 
important contribution to their 
challenging journeys in a system 
filled with prejudice” (Personal 
Reflective Field Notes, 2015) 
“It was not an accident as many 
thought.  I quickly recognized that I 
needed to continue to build on their 
abilities to be great parents, and not 
wonder why they wanted to have a 
baby at such young ages” (Personal 
Reflective Field Notes, 2015) 
“I wonder how much of the decision 
making might actually be based on 
discrimination due to culture, 
background, or paternalistic ideals” 
(Personal Reflective Field Notes, 
2015) 
Ignorance 
Assumptions 
Discrimination 
 
Judgement 
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Table 9: Policy Confusion 
Reflective Field Note Excerpts Sub-themes Main Themes 
“certain staff members are given 
preferential treatment and advanced 
in various roles, while others are 
not.  I have yet to come across a 
policy for the decisions that are 
made in this regard” (Personal 
Reflective Field Notes, 2015) 
 
“It is in this milieu, that I also bring 
into question the guidelines of other 
more serious processes such as child 
apprehension”(Personal Reflective 
Field Notes, 2015) 
 
“The person on the other end of the 
line responded flatly saying they had 
no choice but to humiliate her “if it 
meant keeping her and others in the 
ward safe”(sPersonal Reflective 
Field Notes, 2015) 
 
“It was shocking to me that she was 
described as non-Aboriginal in one 
section of the chart, and then as 
Aboriginal in another section” 
(Personal Reflective Field Notes, 
2015) 
Confusion 
Poor documentation 
Problematic processes 
 
Policy Confusion 
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Table 10: Racism 
Reflective Field Note Excerpts Sub-themes Main Themes 
“I was forewarned that [the 
Aboriginal mother] was volatile, and 
that her child would likely be 
apprehended” (Personal Reflective 
Field Notes, 2015) 
 
“She had a history of substance 
abuse, and was on the methadone 
program” (Personal Reflective Field 
Notes, 2015) 
 
“I would have to say I experienced 
[the Aboriginal mother] as a very 
rude and abrasive person”(Personal 
Reflective Field Notes, 2015) 
 
“I took offense instead of taking a 
step back and applying broader 
perspectives to her 
situation”(Personal Reflective Field 
Notes, 2015) 
“Her anger was not any different” 
(Personal Reflective Field Notes, 
2015) 
 
“purposefully act in a way that 
provides support and advocacy for 
Aboriginal mothers who are dealing 
with multiple complicated issues and 
systemic injustices” (Personal 
Reflective Field Notes) 
 
“unsympathetic situations related to 
attitudes of health care staff towards 
Aboriginal mothers” (Personal 
Reflective Field Notes, 2015) 
 
“This week I cared for another 
Aboriginal infant who was in the 
process of being apprehended” 
(Personal Reflective Field Notes, 
2015) 
 
“The child’s mother was very sick 
and had endured a great deal of 
physical abuse” (Personal Reflective 
Field Notes, 2015) 
 
“Someone flatly stated “oh well, she 
had her chance” and that “she 
should have known better”(Personal 
Aboriginal Child Apprehension 
 
Aboriginal Substance Abuse  
 
Aboriginal Physical Abuse 
 
Aboriginal Prejudice 
Racism 
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Reflective Field Notes, 2015) 
“her partner shared with me that he 
was born with fetal alcohol 
syndrome or FAS” (Personal 
Reflective Field Notes, 2015) 
“There was no history of abuse with 
this young mother that was recorded 
in the chart, and no record of 
substance abuse.  I thought this was 
unusual” (Personal Reflective Field 
Notes, 2015) 
 
Reflective Field Note Excerpts Sub-themes Main Theme 
“‘there is no excuse’ to be addicted 
to substances in a ‘country like 
Canada’”(Personal Reflective Field 
Notes, 2015) 
 
“Aboriginal woman openly disclosed 
to me that she was abused and shot 
by her own father” (Personal 
Reflective Field Notes, 2015) 
 
“I was told that this Aboriginal 
mother had a history of substance 
abuse, the Ministry of child and 
family development (MCFD) was 
involved, but her child was not 
apprehended ‘yet’,”(Personal 
Reflective Field Notes, 2015) 
 
“I was struck by prominent scars all 
over her face and arms” (sPersonal 
Reflective Field Notes, 2015) 
 
(See previous page for sub-themes 
already listed) 
Racial Status 
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Table 11: Supports/Empowerment 
Reflective Field Note Excerpts Sub-themes Main Theme 
“[The Aboriginal mother] implored 
me to call the ward and speak to 
someone about what she was 
experiencing in the unit where she 
was a patient” (NotesPersonal 
Reflective Field Notes, 2015) 
 
“[the Aboriginal mother] 
immediately started to plead and beg 
me for help” (Personal Reflective 
Field Notes, 2015) 
 
“I felt terribly helpless towards this 
mother” (Personal Reflective Field 
Notes, 2015) 
 
“I admired her tenacity and strong 
spirit, and could only hope that she 
would receive the support to build 
on her existing capacity” (Personal 
Reflective Field Notes, 2015) 
 
“I feel like I could have done a much 
better job of supporting this mother 
and collaborating with her” 
(Personal Reflective Field Notes, 
2015) 
 
“I could have been more flexible in 
my expectations for what our 
interactions should have looked like.  
I should not have taken offense to 
her anger” (Personal Reflective 
Field Notes, 2015) 
 
“Instead, I should have had more 
compassion on her” (Personal 
Reflective Field NotesPersonal 
Reflective Field Notes) 
 
“I could have asked her how she 
would have liked to plan the day.” 
(Personal Reflective Field Notes, 
2015) 
 
“but I was able to maintain a calm 
approach” (Personal Reflective 
Field Notes, 2015) 
 
“I decided to act in a supportive 
manner regardless of what 
Encountering Anxiety in Aboriginal 
Mothers 
 
Empowering Aboriginal mothers 
inside NICU 
 
Need for Flexibility and 
Collaboration 
 
 
Supports 
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challenges might arise in my shift.  I 
decided to do this, because I am in a 
position to empower families” 
(Personal Reflective Field Notes, 
2015) 
 
“and purposefully act in a way that 
provides support and advocacy for 
Aboriginal mothers” (Personal 
Reflective Field Notes, 2015) 
 
“find ways to collaborate with [the 
Aboriginal mother]” (Personal 
Reflective Field Notes, 2015) 
Reflective Field Note Excerpts Sub-themes Main Theme 
“All I could do was continue to build 
on the support that he was already 
providing for this mother, and guide 
them during cares for the baby.  I 
decided I would treat them as 
capable parents until otherwise 
indicated.” (Personal Reflective 
Field Notes, 2015) 
 
“build on capacities of families and 
supportive processes that do exist” 
(Personal Reflective Field Notes, 
2015) 
 
“The social worker said that they 
were already connected with 
community supports, so this was 
very reassuring” (Personal 
Reflective Field Notes, 2015) 
 
“She suddenly started to yell at me, 
and left the unit in a terribly volatile 
manner” (Personal Reflective Field 
Notes, 2015) 
 
 Supports 
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Appendix III 
                
 
 
Information Letter / Consent Form 
 
 
 
Student Researcher:  
 Minette Marcotte 
University of Northern British Columbia 
Prince George, BC V2N 4Z9 
minmarcotte@gmail.com  
604 202 9506                                              
 
Research Supervisor 
Sarah de Leeuw 
Northern Medical Program,  
University of Northern B.C.,  
3333 University Way 
Prince George, BC, 
 V2N 4Z9     
1-250-960-5993 
deleeuws@unbc.ca 
 
  
 
 
Examining the Climate of Neonatal Intensive Care Units for Aboriginal Mothers: An 
Exploratory Qualitative Study on Policies and Views of Health Care Professionals 
Purpose of Project 
The purpose of this project is to examine the influence of policies and views of health 
care professionals on Aboriginal Mothers at Risk for Child Apprehension. 
You are invited to participate in this graduate research project because of your position 
as a health care professional within the NICU who may have encountered situations 
that involve child apprehension among Aboriginal mothers.  The results of the interviews 
will be used towards completion of Minette Marcotte’s thesis in the Community Health 
Science program at UNBC. Only Minette Marcotte and her supervisors will have access 
to the information collected during the interviews. 
 
What will happen during the project? 
You will be asked to answer a series of questions during a 45 minute interview with 
Minette Marcotte, the principal investigator. You do not have to participate in this 
research. Before you sign the consent form agreeing to participate in this research, we 
want you to know that: 
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1. You are volunteering your information. You have the right to withdraw your 
participation and information at any time. You can refuse to answer any questions 
that make you feel uncomfortable. You will not suffer any negative consequences if 
you decide to withdraw or to not answer specific questions. If you withdraw, all the 
information provided will also be withdrawn and securely destroyed, unless you 
explicitly consent to have your information be retained and analyzed. 
2. The study will culminate in a publically available thesis that may be used to inform 
others about the research topic. 
3. Interviews will be audio-recorded 
4. The information collected will be used to prepare a graduate thesis. All materials 
from interviews will be destroyed after the project is completed in June 2016 
(printed material will be shredded; electronic data will be deleted; audio tapes will 
be rendered unusable).  
 
 
 
Risks or benefits to participating in the project 
 
Potential risks to you participating in this project include psychological, emotional and 
social risks. Psychological/emotional Risks: There is potential for some feelings of 
discomfort or embarrassment during interviews. Please note that you do not have to 
answer questions that you do not feel comfortable answering. Please do not disclose 
any names of colleagues and only speak anonymously. I will keep your information 
confidential and we can meet outside of the work if this is most comfortable and 
convenient for you.  
 
Social Risks: I will do my best to ensure privacy, but cannot guarantee it. As for the 
interview space, I would suggest somewhere quiet outside of the workplace or a private 
meeting room if available in the workplace. 
 
Legal Risks: There is always a risk that unlawful information is disclosed by anyone at 
any time, and it will therefore be my obligation to report unlawful activities pertaining to 
participants. I do not foresee specific legal risks related to this research topic, but I 
would rather err on the side of caution and be prepared to deal with potential legal risks 
if they surface such as potential for harm to or abuse of other humans.  
  
We hope this research will contribute to understanding the role of health care 
professionals’ views on the Aboriginal child apprehension process in the NICU. 
This project may result in dialogues and self-reflexive processes about potential 
oppressive or supportive attributes that affect marginalized populations in the health 
care system such as Aboriginal mothers in the NICU.  
 
Confidentiality, Anonymity and Data Storage 
 
Your confidentiality will be respected. Your information will remain confidential and 
everyone associated with this project will adhere to confidentially agreements. You will 
not be anonymous to the research team (included are Minette Marcotte, Sarah de 
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Leeuw, and committee members Lela Zimmer and Vincent Arockiasamy); however, all 
personal details and contact information will be kept confidential. The information 
collected will be used to prepare a graduate thesis; however, no records or information 
disclosing your identity will be released or published without your specific consent. All 
materials from interviews will be destroyed after the project is completed in June 2016 
(printed material will be shredded; electronic data will be deleted; audio tapes will be 
rendered unusable). During the study, recorded interviews will be stored on a recording 
device and locked in a personal desk drawer at Minette Marcotte’s home, and 
transcribed interviews will be secured on a password protected computer belonging and 
used only by Minette Marcotte. As a participant in the study, you will be assigned a 
unique study number. This number will not include any personal information that will 
identify you (i.e. no name or initials will be used) and only this number will be used on 
any research related documents.  
Compensation 
 
You will not be paid for the time taken to participate in this graduate research project. 
You will be offered a coffee/tea and snack in appreciation for completing this study. 
 
Study Results 
 
The results of this study will be reported in a graduate thesis and may also potentially 
be published in journal articles and books. If you would like a copy of the results of the 
study, please provide your email or mailing address for a report of the findings. Your 
personal information will however not be disclosed and it will also not be disclosed that 
you participated in this research study. Results may be shared with managers, policy 
makers and supervisors of the NICUS. 
 
Questions or Concerns about the project 
 
If you have any questions about what you are asked to do, please contact the research 
supervisor (Sarah de Leeuw) or ask Minette Marcotte for further clarification. The 
contact information is at the top of the first page of this form.  
 
If you have any concerns or complaints about your rights as a research participant 
and/or your experiences while participating in this study, contact the Research 
Participant Complaint Line in the University of British Columbia Office of Research 
Ethics by e-mail at RSIL@ors.ubc.ca or by phone at 604-822-8598 (Toll Free: 1-877-
822-8598). 
 
You may also contact the UNBC Office of Research at 250-960-6735 or by email at 
reb@unbc.ca  
 
Participant Consent  
 
 
• Your signature below indicates that you have received a copy of this consent 
form for your own records. 
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• Your signature indicates that you consent to participate in this study.   
 
 
__________________________________________   ________________________ 
Participant Signature       Date 
 
 
__________________________________________ 
Printed Name of the Participant  
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CONSENT 
 
I have read or been described the information presented in the information letter about 
the project:  
 
YES   NO 
 
I have had the opportunity to ask questions about my involvement in this project and to 
receive additional details I requested.   
 
YES   NO 
 
I understand that if I agree to participate in this project, I may withdraw from the project 
at any time up until the report completion, with no consequences of any kind.  I have 
been given a copy of this form. 
 
YES   NO 
 
I agree to be recorded    
 
YES   NO 
 
 
 
Email address/mailing address:                     
 
Signature (or note of verbal consent): 
 
 
Name of Participant (Printed):  
 
Date:  
 
 
 
 
 
 
 
 
 
 
 
